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Sponsor Statement
House Bill 67

""An Act relating to construction of highways by the Department of Transportation and Public
Fecilities.”

Alaska statute requires that construction and maintenance contracts be awarded to the
private sector on the basis of competitive bid.

However, statute also allows the state to fund small projects or repairs in-house through a
“force account,” meaning the state uses its own forces to accomplish the work.

To date, force account spending by DOT-PF has been frequently used to fund projects
costing considerably more than $250,000. Not only has this taken these dollars out of the
private sector, it also omits the check and balance over-sight and transparency of the
competitive bid process.

House Bill 67 was introduced to insure that state force accounts are still allowed for smaller
jobs while requiring that projects over $250,000 utilize private contractors in the competitive
bid process. Private contractors not only maintain an inventory of specialized equipment
and employ skilled managers, but they assume risk-costs, thus providing the state with
considerable savings.



DOT&PF FORCE ACCOUNT REPORT

By Calendar Year - Dollar Amounts are in Thousands

Labor* The “Labor "column includes State owned equipment charges. And, where applicable, itincludes small contracts let to
entities that supplemented State Force Account work.

Other = Material, rental equipment, etc. costs are shown in the “Other” column. Where only an estimated overall cost was
available, the cost was placed solely in the "Labor" column. This results in an inflated estimate of the Labor costs associated
with Force Account projects.

1998

umber Name M&O Local Agency Village Safe Water Labor 8 Other 8
001 NR NHS Road Pave & Bridge Refurb X 1.764.0 1.386.0
002 CE NHS Crack Sealing & Bridge Repair X 670.0 249.3
003 KTN-Cent Bus Dist Sidewalk Imp. X 134.5 70.3
004 NR Surface Maintenance & Bridge Rehab. X 1.064.0
005 Selawik Boardwalk Improvements X 75.0 310.0
006 Rural Ak. Sanitation Rds.-Chienik Lagoon X 350.0 450.0
007 SE Gold Rush Centennial Enhancements X 20.2 7.0
008 SE NHS/Non Pave & Bridge Refurb. X 500.0
009 KoneieinaK Sanitation Boardwalk X 250.0 450.0
010 SE Jnu-Hazard Eliminrrion X 48.7
oil KTN-Waterlrcnt Promenade X 82.2 17.5

Totals $4,958.6 5 2,940.1
Total dollars committed to surface transportation funding for 1998 was 5 406.3 million.
1998 FA work performed » 1.94 % ofthe total surface transportation program $ 7.898.7

11999
001 NR FFY 99 NHS Prev. Maint. & Repairs X 2.000.0 1.850.0
002 CE Bridge Maint/Repair FY 99 X 284.3 74.8
003 NR FFY 99 Non-NHS Maint. & Repairs X 836.0 1.064.0
004 CE Crack F'all ”>tram FY 99 X 643.4 224.3
005 SE NHS Par Rehab. X 147.0 653.0
006 CE Asphalt Pav  Surface Refurb. FY 99 X 383.9 399.6
007 Force Account (AMHS) Wireless Com. X 33.4 135.6
008 SE Non-NHS Pave. Rehab. FY 99 X 600.0
009 NR Dalton Hwv. Erosion Control X 15.3 102.7
010 NR Surface Treatment. Brenwick/Craig X 73.6 129.4
011 CE FY 99. Non-NHS Fed. Crack Seal Pro. X 200.4 69.3
Totals 55,217.3 54,702.7
Total dollars committed to surface transportation funding for 1999 was 5524.0 million.
1999 FA work performed - 1.89% ofthe total surface transportation program 59.920.0
2000
001 NR FFY 00 NHS M&O Prev. Maint. X 2.215.6 1.604.4
002 NR FFY 00 CTP M&O0 Prev. Maint. X 1.725.5 1.249.5
003 CE: FY 00 Central Region Crack Seal Crew X 704.3 189.4
004 SE Non-NHS Pavement Rehab. (FFY001 X 256.7 576.1
005 SE Road Surface Treatment (FFYO00) X 253.6 552.4
006 CE: Interstate Maint. & Bridge Repair FYOO X 260.4 139.3
007 Proi. #66740. Russian Mission AWOS Pad X 47.2
008 F*roi. #66740. Russian Mission Airport Clearing X 122.0
009 CE: Bridge Maint./Repair Non-NHS FY 00 X 278.0 121.5
010 CE: Cascade Shoo Reconstruction X 82.0 230.0
Oil SE Haines-Lutak Rd. Storm Drain X 207.0
012 Chefomak Sanitation Boardwalk X 262.2 1.117.8
013 CE: FYOO Non-NHS Fed. Crack Seal Pro. X 580.6 227.8
014 SE Haines-Chilkat Lake Rd. X 310.0 190.0
015 SE Skagwav-Taiva River Erosion Control X 90.0
016 Married Man's Trail Lighting X 40.6 22.1
017 St. Marv's Airport Rd. Rehab. X 1.205.6 1.793.9
018 SE Wrangell Airport Control Reg. Shelter X 11.9
019 Nunaoitchuk Sanitation Boardwalk X 399.0 1.701.0
Totals 59,052.2 59,715.2
Total dollars committed to surface transportation funding for 2000 was 5 463.8 million.
2000 FA work performed - 4.05 % ofthe total surface transportation program $ 18.767.4

Updated Feb. 9,2003



001 NR FFY 01 M&O Preventive Maintenance 7.150.0

0C2 CE: FY 01 Non-NHS Fed. Crack Sealing Proe. 339.4 86.5

003 NR FFY 01 CTP Pavement Markings 7.3 43.3

004 South Naknek Airport Repairs X 30.0 15.0

005 CE: Bridge Maint./Repair NHS FY 01 X 325.5 35.6

006 KwigUlingok Sanitation Road X 764.2 2.235.8

007 Cordova Sidewalks Asbestos Removal X 14.2 2.7

008 CE: Bridge M aint./Repair Non-NHS FY 01 X 373.6 74.0

009 CE: FY 02 NHS Crackseal IPM X 701.1 210.6

010 CE: FY 02 Non-NHS Crackseal Program X 670.6 185.6
Totals $ 10,375,9 5 2,889.1

Total dollars committed to surface transportation funding for 2001 was $ 429.0 million.

2001 FAwork performed = 3.09 % ofthe total surface transportation program $ 13.265.0

2002

001 NR FFY 02 M&O Preventative Maintenance X 8,860.0

002 SE Region Road Surface Treatment X 527.0

003 Dalton Hwv. Painted Traffic Markings X 113.6 61.4

004 CR Bridge M& R. NHS FY ~2 X 118.5 200.0

005 Soldotna: East Redoubt Ave.. Improvements X 633.0

006 Statewide Emergency Sign & Traffic Signals X X 430.0

007 Northern Region W inter Trail Marking X 182.8 111.0

008 King Cove 1-agoon Bridge X 5.0
Totals $ 10,864.9 S377.4

Total dollars committed to surface transportation funding for 2002 was $ 457.0 million.

2002 FA work performed - 2.46 % ofthe total surface transportation program $ 11,2423

Updated Feb. 9,3003



Revised 2/19/3

FISCAL NOTE

STATE OF ALASKA Fiscal Note Number: it |
2003 LEGISLATIVE SESSION Bill Version: ~HB67
() Publish Date:
Revision Date/Time (Note if correction): 2/18/03 Dept. Affected,; DOT&PF
Title Construction of Highways by DOT&PF BRU Construction and CIP Support
Component All Regional Components
Sponsor Holm
Requester H TRA Component No.
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 FY 2009
Personal Services
Travel
Contractual
Supplies
Equipment

Land & Structures
Grants & Claims
Miscellaneous
TOTAL OPERATING 0.0 0.0 0.0 0.0 0.0 0.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES ( )

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other (Specify Type-Do net abbreviate)

TOTAL 0.0 0.0 0.0 0.0 0.0 0.0
Estimate of any current year (FY2003) cost: 0.0
Mark this box (X) if funding for this bill is included In the Governor's FY 2004 budget proposal:
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)

If approved. HB 67 would prohibit the department from using state forces to construct (Force Account Construction or
FAC) highway projects if the value, of the project was greater than $2i0,000. The majority of projects that are
considered for force account construction are federally funded. Federal provisions require that prior to approval of a
force account project, the state must determine that this method will result in cost savings.

Since it is not poss'ble to determine which projects will be considered for FAC over the next six years, we will base the
projected savings on Calendar Year 2002. The estimated savings on 2002 force account projects (greater than
S250.000) was S4,267,700. Assuming the amount of force account projects remains constant over the next six years,
the lost savings would total $25,606,200.

Prepared by: Dennis R. Poshard Phone 465-3904
Division Special Assistant lo Commissioner Date/Time 2/19/03 9:45AM
Approved by; Acting Commissioner Mike Barton Date 2/19/2003
Agency Alaska Department of Transportation and Public Facilities

(Revisd /22 COVB) Tage 1of 1
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HOUSE BELL NO. 67
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-THIRD LEGISLATURE - FIRST SESSION

BY REPRESENTATIVE HOLM

Introduced. /(B
Referred:  Transportation, Fnance

ABILL
FOR AN ACT ENTITLED
"An Act relating to construction of highways by the Department of Transportation and

Public Facilities.”
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 19.10.170(a) is amended to read:

(a) Except as provided in AS 44.33.300, it is the general policy of the state to
require the construction of all highways under bid contract in accordance with
AS 36.30 (State Procurement Code). However, subject to the provisions of (b) of this
section, when the estimated cost of a construction project is less than $100,000 or
when it appears to be in the best interests of the state ~nd the estimated cost of a
construction project is $250,000 or less, the department may perform the work

notwithstanding any other provisions of law.

HBOOC7a HB 67
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HOUSE COMMITTEE REPOPT

(ID
Date Referred to Committee: February 12,2003

Date of Committee Aiction:.
The FINANCE Committee considered:

HOUSE BILL NO. 71

FURTHER REFERRALS:

HB 71

EXTEND BOARD OF MIDWIVES

"An Act extending the termination date of the Board of Certified Direct-Entry Midwives."

Recommends it be replaced with[ JHCS or [ ]CS for

( )
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:
2003 LEGISLATIVE SESSION Bill Version: HB 71

(H) Publish Date: 2/12/03
Revision Date/Time (Note if correction): Dept. Affected: DCED
Title An Act extending the termination date of the BRU Occupational Licensing (117)

Board of Certified Direct-Entry Midwives Component Occupational Licensing

Sponsor House State Affairs
Requester House Labor & Commerce Component No. 2360
Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

OPERATING EXPENDITURES FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 FY 2009
Personal Services 14.6 14.6 14.6 14.6 14.6
Travel 51 5.1 51 51 51
Contractual 8.5 8.5 8.5 8.5 8.5
Supplies 0.0 0.0 0.0 0.0 0.0
Equipment 0.0 0.0 0.0 0.0 0.0
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 28.2 28.2 28.2 28.2 28.2 0.0
CAPITAL EXPENDITURES
CHANGE IN REVENUES (1156) 28.2 28.2 28.2 28.2 28.2
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Oth" * 1156- Receipt Supported Services 28.2 28.2 28.2 28.2 28.2

TOTAL 28.2 28.2 28.2 28.2 28.2 0.0

Estimate of any current year (FY2003) cost: 28.2
Mark this box (X) if noting for this bill is included in the Governor’'s FY 2004 budget proposal: X
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)

The bill extends the Board of Certified Direct-Entry Midwives to June 30. 2007. In accordance with AS
08.03.020, funding is extended one year following the termination date allowing the board to conclude its
affairs. The information above identifies direct expenditure and revenue information included in the FY
2004 Operating Budget request. New funds are not required to implement this bill.

Prepared by:  Jennifer Strickler, Administrative Manager
Division Occupational Licensing

Approved by: Edgar Blatchford. Commissioner
Agency Department of Community & Economic Development

(Revisd YADIQVE)

cec. vTTEE COPY

Phone (907)465-2144
Date/Time 2/10/03 12:00 PM

Date 2/10/2003

Page 1of 1
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HOUSE BILL NO. 71
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-THIRD LEGISLATURE - FIRST SESSION

BY THE HOUSE STATE AFFAIRS COMMITTEE

Introduced: 1/31438
Referred: Labor and Commerog, Anance

A BILL
FOR AN ACT ENTITLED

"An Act extending the termination date of the Board of Certified Direct-Entry

Midwivcs."

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 08.03.010(c)(8) is amended to read:
(8) Board of Certified Direct-Entry Midwives (AS 08.65 010) --

June 30, 2002 [2003];

HBO0071& Hfl 71
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A laska State Legislature

Representative Bruce Weyhrauch

House District 4 Alaska
State Capitol
Juneau, Alaska
99801-1182
907) 465-3744
n (&)7) 4652073
HB 71

Sponsor Statement

Extend The Board of Certified Direct-Entry Midwives

The Board of Certified Direct-Entry Midwives consists of five members
appointed by the Governor: one public member, two certified direct-entry
midwives (CDMs), one certified nurse midwife, and one physician who is either
an obstetrician or who has specialized obstetric training. The duties of the board
include examining and certificating applicants, permitting apprentices, holding
hearings and ordering disciplinary sanctions. The board also adopts regulations
to establish certification and certification renewal requirements.

The board has served as a means to make people practicing midwifery aware of
the level of experience and education expected of them. Also, by having a board,
the individuals that practice midwifery are held accountable to an established
standard of care. Women seeking an alternative to hospital care for normal
pregnancy and birth rely on the diligence of the board to enhance both the
quality and accessibility of their healthcare. One notable enhancement: the board
worked with the State of Alaska to establish Medicaid procedures for CDM
services, thereby placing Alaska among eight states which both license their
traditional midwives and provide Medicaid reimbursement for their services.

The board is scheduled to terminate on June 30, 2003, and if the legislature does
not act this session, the board will have one year to conclude its administrative
operations. Based upon recommendations by the Division of Legislative Audit,
HB 71 would extend the board's termination date to June 30, 2007.

Released: February 1, 200 .
Contact: Rep. Bruce Weyﬁrauch's office at 907.465.3744

Representative _Bruce_Weyhrauch@Icgis.stare.ak.us
www.akrepublicans.org/weyhrauch/


mailto:_Bruce_Weyhrauch@lcgis.stare.ak
http://www.akrepublicans.org/weyhrauch/

August 17,2002

Members of the Legislative Budget
and Audit Committee:

In accordance with the provisions of Title 24 of the Alaska Statutes, the attached report is
submitted for your review.

DEPARTMENT OF COMMUNITY
AND ECONOMIC DEVELOPMENT
BOARD OF CERTIFIED
DIRECT-ENTRY MIDWIVES
SUNSET REVIEW

August 15,2002
Audit Control Number
08-20016-02

This audit was conducted as required by AS 44.66.050 and under the authority of
AS 24.20.271(1). Alaska Statute 44.66.050(c) lists criteria to be used to assess the demonstrated
public need for a given board, commission, agency, or program subject to the sunset review
process. Currently under AS 08.03.010(c)(8), the Board of Certified Direct-Enlry Midwives is
scheduled to terminate on June 30, 2003. If no legislation is adopted extending this date, the
board would be allowed one year in which to conclude its administrative operations.

In our opinion, the termination date for the Board of Certified Direct-Entry Midwives should be
extended. The regulation and licensure of certified midwives contributes to the protection of the
public’s welfare. We recommend the legislature extend the termination date of the Board of
Certified Direct-Entiy Midwives to June 30, 2007.

This sunset review was conducted in accordance with generally accepted government auditing
standards. Fieldwork procedures utilized in the course of developing this report are set out in the
Objectives, Scope, and Methodology section.

Pat Davidson, CPA
Legislative Auditor
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O BIECTIVES.SCOPE. ANT) METHODOLOGY

In accordance with the intent of Titles 24 and 44 of the Alaska Statutes, we have reviewed
the activities of the Board of Certified Direct-Entry Midwives. As required by
AS 44.66.050(a), the committees of reference shall consider this report during the legislative
oversight process to determine whether the board should be reestablished. Currently,
AS 08.03.010(c)(8) requires that the board will terminate on June 30, 2003, and will have one
year from that date to conclude its administrative operations.

Objectives

The three central, interrelated objectives of our report are:

L To determine if the termination date of the board should be extended.
2. To determine if the board is operating in the public interest.
3. To determine if the board has exercised appropriate regulatory oversight of direct-

entry midwives.

The assessment of the operations and performance of the board was based on criteria set out
in AS 44.66.050(c). Criteria set out in this statute relate to the determination of a
demonstrated public need for the board.

Scope and Methodolouv

Under the direction and supervision of the Division of Legislative Audit, another auditor
conducted the majorty of this review. We followed professional standards to determine that
the other auditor was independent and that their work was competent and sufficient.

The major areas of our review were licensing, examination, and board proceedings. We
reviewed and evaluated the following:

1 Applicable statutes and regulations.

2. Compliance with statutes and regulations related to the certification of direct-entry
midwives and permits for midwife apprentices.

3. Files and documentation of individuals certified as a direct-entry midwife or permitted
to act as a midwife apprentice. Additionally, we reviewed files for individuals
applying for certification or an apprentice’s permit.



4, Files related to investigations carried out by the Division of Occupational Licensing
involving allegations of violations of statutes and regulations related to certified
direct-entry midwives or apprentices.

5. Minutes of board meetings and division correspondence files.

6. Annual reports issued by the board.

We also conducted interviews with Division of Occupational Licensing staff.



n ROANTZATIONANDHUNCTCR

In 1992, the legislature established the Board of Certified Direct-Entry Midwives. The prime
sponsor of the legislation that created the board testified before various committees of
referral that the intent of the board was to protect the health and safety of the public. The
board was to accomplish this by identifying individuals who, practicing as midwives, were
willing to pursue technical training and meet specified technical qualifications necessary for
formal licensure.

According to the sponsor, insurance companies and state Medicaid would reimburse for
midwife services only if the practitioners were properly licensed and certified. He testified
that a board is needed to “develop strict regulations and monitor professional practice by
peer review and education. Certified, licensed, high quality care would be available to
Alaskans who either prefer home births or are denied financial or geographic access to
physicians *care. "' The sponsor also identified midwife care as one way to reduce health care
costs and related health insurance premiums.

The board promotes the public’s health, safety, and welfare by establishing educational,
experience, and continuing education requirements for licensed midwives. These
requirements are intended to provide assurance that licensed individuals provide a minimum
standard of care. State law does allow for midwife services to be provided by unlicensed
individuals. As stated in AS 08.65.150, the differentiation is that those not certified under
state law "‘may not practice midwifeiyfor compensation. **

Membership of the board Board of Certified Direct-Entry Midwives

Alaska Statute 08.01.020 provides for the (ASOfJUﬂEH) m
following requirements related to
appointment to the board: Dana Brown, CDM, CPM, Chairperson

Marilyn Holmes, Secretary
Mark E. Richey, MD
Martha Linden, CDM

Sharon K. Evans, CDM

Board members are appointed by
the governor and se/ve at the
pleasure of the governor. Unless
otherwise provided, the governor
may designate the chair ofa boa'-d,
and all the other officers shall be elected by the board members. Unless otherwise
provided, officers ofa board are the chair and the secretary. A board mayprovide by
regulation that three or more unexcused absences from meetings are cause for
removal.

By statute, the board consists of five members. The five members are required to consist of
two certified direct-entry midwives, one certified nurse midwife, one physician licensed by
the Alaska State Medical Board who has an obstetrical practice or has specialized training in
obstetrics, and one public member. Once appointed, the members serve staggered terms of
four years.

-3 -



Duties of the board

The board’s responsibilities under AS 08.65.030 include:

1 Examining applicants and issuing certificates to those applicants it finds qualified;

2. Adopting regulations establishing certification and certificate renewal requirements;

3. Issuing permits to apprentice direct-entry midwives;

4, Holding hearings and ordering the disciplinary sanction of a person who violates
statute or regulation regarding direct-entry midwives;

5. Supplying fonns for applications, licenses, permits, certificates, and other papers and
records;

6. Reporting annually to the governor and the Department of Community and Economic

Development (DCED) on the board’s proceedings during the year;

7. Approving curricula and adopting standards for basic education, training, and
apprentice programs; and

8. Approving education, training, and apprentice programs that meet the requirements of
statute and the board, and denying, revoking, or suspending approval of programs that
fail to meet the requirements.

Department of Community and Economic Development

DCED provides administrative and investigative assistance to the board (AS 08.01.050).
Licensing and application fees, as appropriated by the legislature, fund this assistance.
Administrative assistance includes budgetary services and functions sucn as: collecting fees,
maintaining files, receiving and issuing application forms, and publishing notice of
examinations and meetings.

DCEC is empowered with the authority to act on its own initiative, or in response to a
complaint. DCEC may:

L Conduct an investigation if it appears a person is engaged in, or is about to engage in,
a practice over which DCED has authority.

2. Issue an order that the person stop the practice.
3. Bring an action in superior court to enjoin the act.
4. Examine the books and records of an individual.

5. Issue subpoenas for the attendance of witnesses and records.



P EPORT CONCLUSION”

In our opinion, the termination date for the Board of Certified Direct-Entry Midwives should
be extended. The regulation and licensing of qualified direct-entry midwives contributes to
the protection of the public’s health, safety, and welfare. Women seeking to give birth
through the use of midwives rely on the diligence of the board and staff to promote the
provision of quality midwifery services.

The board serves this public interest by establishing minimum educational and work
experience requirements that individuals must meet in order to become a certified direct-
entry midwife. The board further serves this public interest by investigating complaints
against certified professionals and taking disciplinary action when appropriate. The board has
carried out its responsibilities in a manner consistent with statutes, good administrative
practice, and the public interest.

The board has served as a means to make people practicing midwifery aware of the level of
experience and education expected of them. Also, by having a board, individuals that practice
midwifery can now be held accountable to an established standard of care. The board has
displayed its ability to conduct its business in a professional, competent, and efficient
manner. The board continues to propose changes to statute and regulation to improve its
effectiveness.

AS 08.03.010(c)(8) requires the Board of Certified Direct-Entry Midwives be terminated on
June 30, 2003. Under AS 08.03.020, the board has one year in which to conclude its
administrative operations. Based upon our review of the operations of the Board of Certified
Direct-Entry Midwives over the past three fiscal years, we recommend the legislature extend
the board’s termination date to June 30, 2007.
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A NALYSIS OF PUBLIC NEEp

The following analyses of board activities relate to the public need factors defined in
AS 44.66.050. These analyses are not intended to be comprehensive, but address those areas
we were able to cover within the scope of our review.

Determine the extent to which the board has operated in the public interest.

The Board of Certified Direct-Entry Midwives (CDM) has served the public interest by
examining and licensing qualified applicants, and by proposing changes to statute and
regulation in order to enhance the quality of midwifery care in Alaska.

The board developed regulations to establish a peer review committee to review birth
summaries and other required medical records to determine if a certified midwife acted in
accordance with governing CDM regulations and statutes.

The board developed a four-page handbook for applicants, licensees, new board members,
and other interested individuals. After receiving input from the public, the board has decided
to revise the handbook, and is currently considering changes and additions.

At the conclusion of the last sunset review, high fees were considered a barrier to entry. The
board has pursued various strategies in reducing the necessary fees and has been able to
lower the license renewal fee to the current S950.

The board worked with the State of Alaska to establish Medicaid procedures for CDM
services, thereby placing Alaska among eight states which both license their traditional
midwives and provide Medicaid reimbursement for their services.

After much discussion regarding the licensing of foreign-trained applicants, the board
decided that it was in the profession’s and the public’s best interest to requir.: foreign-trained
applicants to meet the established standards when applying for licensure in Alaska.

The board believes it would be in the public’s best interest to require licensing of birth
centers (currently they are only required to register with the State) and has sought support for
such legislation.

Determine the extent to which the operation of the board has been impeded or enhanced
by existing statutes, procedures, andpractices, which it has adopted, and any other matter,
including budgetary, resource, and personnel matters.

Since its inception, a major issue for the board has been the amount of licensing fees charged
to license holders. Currently, certified midwives pay a biennial licensing fee of S950. This

-7-



amount represents a reduction from $1,550 charged to midwives in the previous two-year
licensing period.

These fees result from the language of the general licensing statutes at AS 08.01.065(c),
which require "...that the total amount offees collectedfor an occupation approximately
equals the actual regulatory costsfor the occupation. " Much of the high fees midwives pay
can be attributed to high legal costs incurred by the board in developing the first set of
professional regulations, and participating in a lawsuit involved with alleged unlicensed
practice.

Another factor in the high fees is the relatively small number of certified midwives licensed
by the State. As of July 2002, there were 25 licensed midwives and eight apprentices licensed
by the State. With this relatively small number of licensees, the board experiences substantial
diseconomies of scale in trying to adequately fund effective professional oversight and
regulation.

Board members have expressed concern that the high licensing fees have been a disincentive
to individuals considering entry into the profession.

We reviewed the internal records maintained by the Division of Occupational Licensing
related to revenues and expenditures associated with the Board of Certified Direct-Entry
Midwives. We did not audit this information, and present it here for general information
purposes. As the schedule on the opposite page reflects, the Board of Certified Direct-Entry
Midwives is setting various fees for the occupations it regulates to sufficiently cover the costs
of operating the board.



State of Alaska
Board of Certified Dircct-Entry Midwives

Schedule of License Revenues and Board Expenditures

Total Revenues:

Board/Occupation Direct Expenditures:

Personal Services
Travel (See Note)
Contractual

Supplies
Total Board/Occupation Direct Expenditures

Total Administrative Indirect Expenditures
Total Direct and Indirect Expenditures

Revenues Compared to Expenditures

Cumulative Surplus or (Deficit)
for Board Operations

FY 98 -FY 01
(Unaudited)

FYO01
S 28,560

S 9,835
3,946
4,692

2

S 18,475
1,086

S 19,561

S 8,999

S 27,441

FYO00
$ 11 Q30

$ 6,659
3,463
2,565

20

S 12,707

703
S 13,410

S (1,480)

S 18,442

FY99
S 29,505
S 8,257
310
1,433
73
S 10,073
839
S 10,912
S 18,593
S 19,922

FY98

S 5,025
$ 6,710
2,562
2,322

21

S 11,615
981

S 12,596
S (7,571)
S 1,329

Note - The S310 total for Travel costs in FY 99 appears to be in error. At the time of our report, the
Division of Occupational Licensing was in the process of reviewing their records to determine what
adjustment may be necessary to charge costs appropriately.

Determine the extent to which the board has recommended statutory changes that are

generally of benefit to the public interest.

The board has primarily focused its administrative efforts on developing regulations to carry
out its regulatory responsibilities related to midwifery. Over the past few years, the board has
not spent any significant effort developing or supporting proposed legislation.



Determine the extent to which the board has encouraged interested persons to report to it
concerning the effect of its regulations and decisions on the effectiveness of services,
economy ofservice, and availability ofservices that it has provided.

The location, date, and time of board meetings are published in the appropriate prominent
publications within the State. The Department of Law defines adequate public notice as
advertising at least three days, excluding weekends and holidays, and ten days when possible,
prior to a meeting. We reviewed advertising confirmations for the period under review, and
the department’s policy on public notice requirements, and found the board to be in full
compliance with these public notice requirements.

In addition to the required public notices, the board also maintains a web site on the Internet
that contains notices of regular board meetings, actions taken by the board, and proposed
regulations.

Determine the extent to which the board has encouraged public participation in the
making ofits regulations and decisions.

Time is available at all public meetings for public testimony. The board also accepts and
reviews written comments to be discussed at board meetings. On several occasions, this
correspondence was from a member of the public, and involved issues before the board.

Determine the efficiency with which public inquiries or complaints regarding the activities
of the board filed with it, with the department to which a board is administratively
assigned, or with the Office ofthe Ombudsman have been processed and resolved.

For the 45 month period from June 1, 1998, through March 31, 2002, the only two cases
involving midwives related to the activities of the same license holder. In February 2001, the
individual was fined S5,000 by the board when an audit revealed that she had not completed
the continuing professional education (CPE) coursework she claimed to have taken. This
coursework was necessary for license renewal. The board suspended S4,000 of the fine,
reprimanded the licensee, and suspended her license to practice until she came into
compliance with the board’s CPE requirements.

As a result of an investigation completed in June 2002, the board has summarily suspended
the individual’s license and reinstated Jre balance of the fine previously suspended.

There were no complaints filed with the Office of the Ombudsman for the period under
review.

-10-



Determine the extent to which the board regulates entry into an occupation or profession
and whether it has presented qualified applicants to serve thepublic.

Overall, the application process for certified direct-entry midwife licensure appears
reasonable and appropriate. The board has issued twelve new CDM licenses since the last
sunset audit. The licensing process is neither unduly restrictive nor too lax, and the board is
presenting qualified applicants to serve the public.

The board discussed procedures for licensure of foreign-trained applicants and concluded that
it was in the profession’s and the public’s best interest to require them to fulfill the sarr
requirements as all other applicants.

As of the time of the review, the board had issued a total of 35 CDM licenses (currently 25
active), and 30 CDM-Apprentice permits (currently 7 active). This represents approximately

double the number of licensed CDMs at the time of the last sunset audit.

Current Licenses

as of
New Certifications Issued FY 00 FY 01 FY 02 Total June 30, 2002
Midwives 4 4 2 10 25
Apprentices 5 4 2 n 7

Determine the extent to which state personnel practices, including affirmative action
requirements, have been complied with by the board to its own activities and the area of

activity or interest.

We found no evidence that the board is not complying with state personnel practices,
including affirmative action, in qualifying applicants.

Determine the extent to which statutory, regulatory, budgeting or other changes are
necessary to enable the board to better serve the interest of the public and to comply with
thefactors enumerated in AS 44.66.050.

The board believes it is in the profession’s and the public’s best interest to require all CDM
applicants and renewals to pass an exam on state statutes and regulations applicable to the
profession. Currently, the board does not have statutory authority to make successful
completion of such an examination a condition of licensure. The board has, however,
developed a two-hour self-study course that all applicants and renewal applicants are
encouraged to complete.
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Tony Knowles, Governor

DepartmentofCommunity
and Economic Development

Division of Occupational Licensing

P.O. Box 110806, Juneau. AK 99811-0806
Telephone: (907) 465-2534 « Fax: (907) 465-2974 *Text Telephone: (907) 465-5437
Email: License@dced.state.ak.us » Website: www.dced.state.ak.us/occ/

September 24,2002

Ms. Pat Davidson

Legislative Auditor

Division of Legislative Audit
Juneau, AK 99811

Dear Ms. Davidson,

Thank you for the opportunity to respond to the preliminary audit of the Board of Certified
Direct- Entry Midwivcs.

The Division of Occupational Licensing agrees with the audit recommendation to extend the
board until 2007. The licensing and regulation of midwives contributes significantly to public

safety and health options. The board and staff do an excellent job.

Sincerely,

Catherine Reardon, Director

'Promoting a healthy economy and strong communities*


mailto:License@dced.state.ak.us
http://www.dced.state.ak.us/occ/

DEPARTMENT OF COMMUNITY AND ECONOMIC DEVELOPMENT
OCCUPATIONAL LICENSING

EXPENDITURE AND REVENUE REPORT FOR THE BOARD OF DIRECT ENTRY MIDWIVES

September 23, 2002

Direct Entry Midwives

FISCAL FISCAL
(In Thousands) YEAR 2001 YEAR 2002
Direct 9.8 14.6
PERSONAL SERVICES EXPENSES (71000) Indirect 0.6 0.6
Total: $10.4 $15.2

Personal service expenses are employee salaries and benefits. In Fiscal Year 1994 the Division began using detailed time
sheets to record actual time spent on the various licensing areas.

Direct 3.9 51
TRAVEL EXPENSES (72000) Indirect 0.0 0.0
Total: $3.9 $5.1

Travel expenses include transportation, food and lodging for board meetings, complaint investigations, disciplinary
hearings and national meetings.

Direct 4.7 8.5
CONTRACTUAL SERVICES EXPENSES (7300l Indirect 0.4 0.4
Total: $5.1 $8.9

Contractual services are services purchased from sources outside the Division and include telephone calls, postage,
expert witnesses, Department of Law legal work, and other costs,

Direct 0.0 0.0
SUPPLIES EXPENSES (74000) Indirect 0.0 0.0
Total: $0.0 $0.0

Supply expenses include paper, envelopes, cassette tapes, and other office supplies.

Direct 0.0 0.0
EQUIPMENT EXPENSES(75000) Indirect 0.1 0.0
Total: $0.1 $0.0

Equipment expenses include purchase and repair of computers, software, copy machines, telephones and other office
equipment.

Total Direct: $18.4 $28.2

Total Indirect: $1.1 $1.0

TOTAL EXPENSES: $19.5 $29.2
TOTAL REVENUE: 28.6 7.7

-17- 9/30/2002



Juneau Family Birth Center

3225 Hospital Drive, Suite 106, Juneau, AK 99801 (907)586-1203
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Midwives Association of Alaska
Kaye Kanne, CDM, President
P.O. Box 22256
Juneau, Ak 99802
907-586-1203

Repfresntative Bruce Weyrauch
State Capitol, Room 427
Juneau, Ak 99801 January 29, 2003

Dear Representative Weyrauch,

Thank you for introducing HB , a bill to extend the Certified Direct-Entry Licensing
Board. | had the privilege of sitting on the Board from its inception in 1992 through 1999.
The Board has done an exemplary job of writing and implementing regulations for the
governing of Certified Direct-Entry midwives in Alaska. The Board continues to strive
for the highest standards for CDM’s and as a result, midwives in Alaska are professional,
well trained and provide safe, excellent care for women and families.

Alaska has one of the best midwifery laws in the United States. Many other states have
looked to us as an example when passing midwifery legislation. Direct-Entry midwifery
is increasingly recognized across the nation, with licensing for direct-entry midwives in
21 states, and legislation pending in 8 more states. Many more women are seeking the
continuity of care and family centered maternity care which midwifery can provide.

The American Public Health Association endorses state regulated and national certified
Direct-Entry midwives to improve outcomes while lowering healthcare costs for
maternity care. They support efforts to increase access to out-of-hospital maternity care
services, through recognition that Direct-Entry midwives can serve clients desiring, safe,
planned out-of-hospital midwifery care.

Alaska is at the forefront of Direct-Entry midwifery licensing. Let’s continue the
excellent work we have been doing by continuing the Certified Direct-Entry licensing
Board for another 4 years.

Kaye Kanne, CDM, President
Midwives Association of Alaska



FISCAL NOTE

STATE OF ALASKA Fiscal Note Number:

2003 LEGISLATIVE SESSION Bill Version: HB 71
() Publish Date:

Revision Date/Time (Note if correction): Dept. Affected: DCED

Title An Act extending the termination cate of the _BRU Occupational Licensing (117)
Board of Certified Direct-Entry Milwi /es Component Occupational Licensing

Sponsor House State Affairs

Requester House Labor & Commerce Component No. 2360

Expenditures/Revenues (Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

OPERATING EXPENDITURES FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 FY 2009

Personal Services 14.6 14.6 14.6 14.6 14.6

Travel 51 51 51 51 51

Contractual 8.5 8.5 85 85 85

Supplies 0.0 0.0 0.0 0.0 0.0

Equipment 0.0 0.0 0.0 0.0 0.0

Land & Structures
Grants & Claims

Miscellaneous
TOTAL OPERATING 28.2 28.2 28.2 28.2 28.2 0.0

CAPITAL EXPENDITURES

CHANGE INREVENUES (1156) 28.2 23.2 28.2 28.2 28.2

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other 1156- Receipt Supported Services 28.2 28.2 28.2 28.2 28.2
TOTAL 28.2 28.2 28.2 28.2 28.2 0.0
Estimate of any current year (FY2003) cost: 28.2
Mark this box (X) iffunding for this bill is included in the Governor®s FY 2004 budget proposal : X
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separata page if necessary)

The bill extends the Board of Certified Direct-Entry Midwives to June 30, 2007. In accordance with AS
08.03.020, funding is extended one year following the termination date allowing the board to conclude its
affairs. The information above identifies direct expenditure and revenue information included in the FY
2004 Operating Budget request. New funds are not required to implement this hill.

Prepared by:  Jennifer Strickler. Administrative Manager Phone (907)465-2144
Division Occupational Licensing Date/Time 2/10/03 12:00 PM
Approved by:  Edgar Blatchford, Commissioner Date 2/10/2003
Agoncy Department of Community & Economic Development

(Reviled B2002OM) Page 1of 1



Juneau Family Birth Center
3225 Hospital Drive, Suite 106, Juneau, AK 99801 (907)586-1203

JUNEAU
FAMILY BIRTH

C ENT-E R
Midwives Association of Alaska
Kaye Kanne, CDM, President
C/O
Juneau Family BirJi Center
Juneau, Ak 99802
907-580'-1203

Honorable Representative William Williams
State Capitol, Room 511
Juneau, Ak 99801 February 17, 2003

Dear Representative Williams,

Thank you for supporting HB 71, a bill to extend the Certified Direct-Entry Licensing
Board. | had the privilege of sitting on the Board from its inception in 1992 through
1999. The Board has done an exemplary job of writing and implementing regulations for
the governing of Certified Direct-Entry midwives in Alaska. The Board continues to
strive for the highest standards for CDM’s and as a result, midwives in Alaska are
professional, well trained and provide safe, excellent care for women and families.

Alaska has one of the best, midwifery laws in the United States. Many other states have
looked to us as an example when passing midwifery legislation. Direct-Entry midwifery
is increasingly recognized across the nation, with licensing for direct-entry midwives in
21 states, and legislation pending in 8 more states. Many more women are seeking the
continuity of care and family centered maternity care which midwifery can provide.

The American Public Health Association endorses state regulated and national certified
Direct-Entry midwives to improve outcomes while lowering healthcare costs for
maternity care. They support efforts to increase access to out-of-hospital maternity care
services, through recognition that Direct-Entry midwives can serve clients Jesiring, safe,
planned out-of-hospital midwifery care.

Alaska is at the forefront of Direct-Entry midwifery licensing. Let’s continue the
excellent work we have been doing by continuing the Certified Direct-Entry licensing
Board for another 4 years.

Sincerely, i

Kaye Kanne, CDM, President
Midwives Association of Alaska
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Fact Sheet

Safety in Birth Begins With
M idw ifery Care

“In terms of quality, satisfaction, and costs, the midwifery mod'll for pregnancy and
maternity care has been found to he beneficial to women and families, resulting in
good outcomes and cost savings.... With its focus on pregnancy as a normal life event
and health promotion for women of all ages, the midwifery model of care is an appro-
priate alternative or complement to the medical approach to childbirth."

American Public Health Association, "Supporting Access to Midwifery Services in the United States (Position
Paper)", American Journal of Public Health, Vol. 91, No. 3, March 2001.

"It is inherently unwise, and perhaps unsafe, for women with normal pregnancies to be
cared for obstetric specialist... Midwives and general practitioners, on the other hand,
are pnmanl(Y oriented to the care of women with normal pregnancies, and are likely to
have more detailed knowledge of individual women."

Murray Enkin, et al, A Guide to Effective Care in Pregnancy and Childbirth. Oxford University Press, 2000,

"It is the finding and vision of the Taskforce that the midwifery model of care is an
essential element of comprehensive health care for women and their families that
should he embraced by, and incorporated into, the health care system and made avail-
able to all women."

Dower CM, Miller JE, O'Neil EH and the Taskforce on Midwifery, Charting a Course (or the 21st Century: The
Future of Midwifery. San Francisco, CA: Pew Health Professions Commission and the UCSF Center for the
Health Professions. April 1999.

"Midwives are the most appropriate primary health care provider to be assigned to the
care of normal birth."

Maternal and Newborn Health/Safe Motherhood Unit of the World Health Organization, Care in Normal
Birth: A practical guide. World Health Organization, 1996.

"Midwives attend the vast majority of births in those industrialized countries with the
best perinatal outcomes..."

Coalition for Improving Maternity Services, The Mother-Friendly Childbirth Initiative, 1996
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— ' Supporting the Midwives Model of Care
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Fact Sheet

The Safety of Home Birth

The evidence is overwh Iminﬁ - planned home birth
IS safe for healtfly women

"Rec_oEnizing the evidence that births to healthy mothers, who are not considered at medi-
cal risk after comprehensive screening by trained professionals, can occursafelsy in various
settings, including out-of-hospital birth centers and homes ... Therefore, APHA Supports
efforts to increase access to out-of-nospital maternity care services..."
American Public Health Association, "Increasing Access to Out-of-Hospital Maternity Care
Services through State-Regulated and Nationally-Certified Direct-Entry Midwives (Policy
Statement)". American Journal of Public Health, Vol 92, No. 3, March 2002.

"Severai methodologically sound observational studies have compared the outcomes of
B!anned home-irths (w_res_i)ecnve of the eventual place of birth) with planned hospital-
irths for women with similar characteristics. A meta-analysis of these studies showed no
maternal mortality, and no statistically significant differences in perinatal mortality risk in
either direction.”
Murray Enkin, et al, A Guide fo Effective Care in Pregnancy and Childbirth. Oxford University
Press, 2000.

"It Is safe to say that a woman should give birth in a place where feels is safe, and at the
most peripheral level at which appropriate care is feasible an safe. For a low-risk pregnant
woman this can be at home, at a small maternity clinic or birth centre, in town or perhaps
at the maternity unit of a larger hospital. However, it must be a place where all the atten-
tion abnld care are focused on her needs a safety, as close to home and her own culture as
possible.

Maternal and Newborn Health/Safe Motherhood Unit of the World Health Organization,

Care in Normal Birth: A practical guide. World Health Organization, 1996.

"Excellent outcomes with much lower intervention rates are achieved at home births. This
may be because the overuse of interventions in hospital births introduces risks or the home
environment promotes problem-free labors."
Henci Goer, Obstetric Myths versus Research Realities: A Guide to the Medical Literature.
Bergin & Garvey, 1995.

"This study supports previous research indicating that planned home birth with qualified
care providers can be a safe alternative for healthy lower risk women."
Anderson RE, Murphy PA. "Outcomes Of 11,788 Planned Home Births Attended By Certi-
fied Nurse-Midwives. A Retrospective Descriptive Study." Journal of Nurse Midwifery, 1995
Nov-Dec;40(6):483-92. (Abst)

Copyright » Citizens for Midwifery 2002 Permission to reprint with nitriCulion.
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"Increasing Access To Out-Of-Hospital Maternity Care Services Through State-Regulated
and Nationally-Certified Direct-Entry Midwives"

Formally adopted by the Governing Council of the American Public Health Association (APHA)
Wednesday, October 24,2001

THE AMERICAN PUBLIC HEALTH ASSOCIATION,

Reaffirming its position on credentials for health occupations, that there should be alternative routes involving educational
system” of selection and preparation, and legal systems of licensing by which people can prepare and qualify for health
occupations (1)

Reaffirming its recognition that many women seek birthing altemativcs(2) and,
Recognizing that pregnancy and birth arc normal life events for a majority of women, (3,4,5) and,

Reaffirming its endorsement of the philosophy of family-centered maternity' care, the importance of continuity of care, and the
use of a variety of licensed care-givers, (6)

Recognizing that Direct-entry Midwives encompass a diverse group of midwivcs that have entered the profession directly
through midwifery education and training, and not through a prc-requisitc program such as nursing.(7)

Recognizing that there are alternative educational systems of selection and preparation for national certification of Direct entry
Midwives that include cither the Certified Professional Midwife (CPM) credential and the Certified Midwife (CM) credential;
and that both require didactic programs, written examinations and clinical experience. (8,9) In the case ofthe C: tified Profes-
sional Midwives the didactic component consists of education in a program accredited by an agency that is recognized by the
US Department of Education or the PEP Program, the North American Registry' of Midwives competency based, educational
portfolio evaluation, and the clinical component is equivalent to one year of experience which includes more than a thousand
contact hours under the supervision of one or more preceptors, some of which must be in out-of-hospital settings, but none of
which need to be in hospital settings;(8) and in the case of the Certified Midwife (CM) credential requires education in
institutions of higher learning accredited by an agency that is recognized by the US Department of Education to meet the same
standards that Certified Nurse Midwives must meet, compl .,ng core science requirements similar to those required for a

nurse, and fulfilling core midwifery requirements that are a part ofall accredited nurse-midwifery education programs, and
clinical experience that must include hospital experience, but is not required to include out-of-hospital experience.”)

Recognizing that individual states interested in incorporating direct-entry midwivcs into their health care systems are moving
towards regulatory models based on national certification.(5)

Recognizing evidence that many women seek alternatives to hospital care for normal pregnancy and birth, and,
Recognizing the evidence that births to healthy mothers, who are not considered at medical risk after comprehensive screen-
ing by trained professionals, can occur safely in various settings, including out-of-hospital birth centers and homes

110,11,12,13,14)and,

Noting that an epidemiological study of Certified Professional Midwivcs (CPMs) is ongoing in order to further substantiate
practice outcomes, safety, client satisfaction, and practitioner competency is in progress; (15)

Recognizing that cut-of-hospital settings have the potential for reducing the costs of maternity care; (7,12,16)
Recognizing evidence that access to quality maternity caregivers remains an important issue, particularly for underserved
urban and rural communities;( 17) which may be addressed through out-of-hospital maternity services in some communities;

and

Reaffirming that the APHA currently recognizes the value of and promotes educational opportunities for nurse-midwifery,( 18)
and that many professionals recognize the contributions of direcl-entry midwifery; and,



Reaffirming that APHA has been an innovairv in public health care by supporting research on alternative and complementary
medicine (1,19) and increased access to midwifery services in the United States, (20)

Recognizing that there should be alternative routes involving educational systems of selection and preparation, and legal
systems of licensing by which people can prepare and qualify for health occupations, including those direct-entry midwives
who are nationally-certified and who have successfully completed “a recognized midwifery education process"”; (21,22,23,25)
and

Recognizing evidence that direct-entry midwives have multiple educational routes (22,24) available to them in order to meet the
entry-level requirements of knowledge, skills and experience; (22,24,25)

Recognizing evidence that individual states interested in incorporating direct-entry midwives into the health care system are
moving towards regulatory models based on national certifications; (22)

Therefore, APHA

»  Supports efforts to increase access to out-of-hospital maternity care services and increase the range of quality
maternity care choices available to consumers, through recognition that legally-regulated and nationally certified
direct-entry midwives can serve clients desiring safe, planned, out-of-hospital maternity care sendees, and further:

*  Encourages the development and implementation of guidelines for the licensing, certification and practice for direct-
entry midwifery practitioners for use by state and local health agencies, health planners, maternity care providers,
and professional organizations;

« Urges that there be increased opportunities, for supervised, clinical learning experiences, in a variety of settings,
including both high-risk and low-risk, incorporated into direct-entry midwifery education programs;

« Encourages an increase in cost effective maternal carc services for rural and undcrscrved urban populations by
advocating for increases in funding of scholarships and loan repayment programs targeted at members of these
communities;

* Urges public and private insurance plans to eliminate barriers to the reimbursement and equitable payment of direct-
entry midwifery services in both public and private payment systems;

* Encourages the National Center for Health Statistics, the U.S. Department of Health and Human Services and State
Vital Records Offices to add the CPM as a separate certifier category on birth certificates to enable routine collection
of systematic data;

e Urges HRSA, CDC and state health departments to improve the collection and quality of vital statistics and other
data to enhance the monitoring of birth outcomes (e.g., infant and perinatal mortality rates, maternal mortality rates,
etc.) resulting from services provided by all practitioners including specific types of midwife practitioners;

e Urges Congress and appropriate Department of Health and Human Services agencies to increase funding and other
support for ongoing research and evaluation of maternal health and birth outcomes, practice outcomes, quality of
care outcomes, and safety related to the services provided by direct-entry midwives;
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Fact Sheet

Overview of M aternity Care in the US ~
Carolyn Keefe, MLS

With four million births each year’ and three-quarters of American women becoming mothers, maternity care
affects large numbers of women. Itisalso big business. The United States has the highest per capita spending on
health care in the world, with maternity care ranking sixth overall,3and childbirth is the most common reason for
the hospitalization of women in the United States.

Women are subjected to an ever-increasing array of interventions and technologies, many of which are highly
invasive, with little or no evidence of their effectiveness. In fact, the medical evidence shows that the routine use of
unnecessary interventions put mothers and babies at risk. Medical interventions are also expensive and often used
not for the benefit of women and babies, but for the convenience or legal protection of doctors and hospitals.

All of this would be acceptable if we had better outcomes to show for it. Unfortunately, our outcomes are not
nearly as good as those of developed countries that rely more heavily on midwifery care. Some of the clear
problems with our maternity care system include:

« Ahigh infant mortality rate compared to other developed countries - 27thin the world 3 hfant mortality’
rates are higher for African American, Latina and Native American babies - with the rate for African
American babies twice that of white babies.4

« A maternal mortality rate that has not improved in 20 years - 15thin the world.5 Maternal mortality is
higher forwomen of color than for white women, nearly four times higher for African American women.6

e Acesarean birth rate of 24.4% - among the highest in the world. Cesarean birth rates are highest for
African American women, followed by white women. Latina women, Asian women, and Native American
women.7

« A 20% drop in vaginal births after cesarean (VBAC) from 2000 to 2001 to 16.4% - access to VBAC is
disappearing requiring many women who have cesarean scars to undergo surgery.8

e An induction rate of 20.5% - which has more than doubled since 1989 and continues to rise.9

e Many mothers traumatized by their treatment during birth, with as many as 30% exhibiting some signs of

post-traumatic stress disorderlDand 50% experiencing some aspect of postpartum depression (the highest
such rate in the world). 1L

Moreover;

e Of the eight most common surgical procedures in the US, four are obstetric in nature - episiotomy, repair
of obstetric laceration, cesarean birth, artificial rupture of membranes. These are in also the top four
surgeries performed on women in the US.13
Obstetric procedures are the most common type of surgical procedures performed in the US (6,174,000),
slightly higher than cardiac procedures (6,133,000). Consider the following:

m  obstetric procedures are only performed on women - more obstetric procedures are performed

on women than the next two categories (cardiac and digestive) combined;
m  there are over six million obstetric procedures, but just over four million births;

m these procedures are primarily performed on healthy bodies during a normal physiological
process.
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The problem has steadily gotten worse over the last two decades. All obstetric procedures combined nearly
doubled hetween 1980 and 1999, while certain procedures, such as medical induction of labor, vacuum extrac-
tion, and manually assisted delivery increased eleven-fold in that time."3 Each procedure carries with it risks to
mothers and bahies, and less invasive techniques exist for most of them. Furthermore, they are usually not medi-
cally necessary and are avoidable for the majority of women.

The Midwives Model of Care'4and the evidence-based Mother-Friendly Childbirth Initiative5recognize hirth as a
normal, natural process and support the use of less invasive techniques, such as position changes, waiting, hydro-
therapy, and perineal support, that carry fewer risks to mothers and babies and are usually more effective.

Research shows that midwives are the safest birth attendants for most women, with lower infant and maternal
mortality rates and fewer invasive interventions such as episiotomies and surgical births (cesareans). In developed
countries where midwives are the primary care providers for pregnant women, mortality and surgical birth rates are
much lower than in the United States. However, legal, requlatory, and financial barriers to the practicing the
Midwives Model of Care and Mother-Friendly care make it difficult for women to access either in the US.
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ADeveloped in 1J96 by Midwifery Task Force, www.rnidwiferytaskforce.org.

I5Developed in 1996 by the Coalition for Improving Maternity Services, www.mother-friendly.org.

* Reflects 2001 chta.
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Increasing Access to Out-of-Hospital Maternity Care Services
through State-Regulated and Nationally-Certified Direct-Entry
Midwives

01/01/2001
20013

THE AMERICAN PUBLIC HEALTH ASSOCIATION,
Reaffirming its position on credentials for health occupations, that there should be
alternative routes.mvolvmﬁ.educanonal systems of selection and preparation, and legal
sysdtems of licensing by which people can prepare and qualify for health occupations'!;
an
Reaffirming its recognition that many women seek birthing alternatives2; and
Recogmzmg that pregnancy and birth are normal life events for a majority of
women3,4,5; and . _ .
Reaffirming its endorsement of the philosophy of family-centered maternity care, the
importance of continuity of care, and the use of a variety of licensed carefglverSG; and
Recognizing that Direct-entry Midwives encompass a diverse group of midwives that
have entered the profession directly through_m|dW|ferJ education and training, and not
through a prerequisite program such as nursing7; an _ .
Recognizing that there are alternative educational systems of selection and,Preparanon
for national certification of Direct-entry Midwives that include either the Certified
Professional Midwife (CPM) credential and the Certified Midwife (CM) credential; and
that both require didactic programs, written examinations and clinical experience.89 In
the case of the Certified Professional Midwives the didactic component consists of
education in a %rogram accredited b¥ an agency thatis recognized by the US
Department of Education or the Portfolio Evaluation Process program, the North
American Registry of Midwives competency-based, educational portfolio evaluation, and
the clinical component is equivalent to one year of experience which includes more than
a thousand contact hours under the supervision of one or more preceptors, some of
which must be in out-of-hospital settings, but none of whicli need to be in hospital
settings8; and in the case of the CM credential requires education in institutions of higher
learning accredited by an agency that is recognized by the US Department of Education
to meet the same standards that Certified Nurse Midwives must meet, completing core
science requirements similar to those required for a nurse, and fulfilling core midwifery
requirements that are a part of all accredited nurse-midwifery education programs, and
clinical experience that must include hospital experience, but is not required to include
out-of-hospital experience,9 _ o o S
Regogmzmg that individual states interested in mcorporatmg direct-entry midwives into
their health care systems are moving toward regulatory models based on national
certifications; and , .
Recognizing evidence that many women seek alternatives to hospital care for normal
Eregnancy and birth, and . '

ecognizing the evidence that births to healthy mothers, who are not considered at
medical risk after comprehensive screening by trained professionals, can occur safely in
various settings, including out-of-hospital birth centers and homes10-14; and
Noting that an epidemiological study of Certified Professional Midwives (CPMs) is
ongoing in ordei to investigate and evaluate practice outcomes, safety, client
satisfaction, and practitioner competency15; and _ _
Recognizing that out-of-hospital settings have the potential for reducing the costs of
maternity care7,12.16; and _ . _ _ .
Recognizing evidence that access to quality maternity caregivers remains an important
Issue, particularly for underserved urban and rural communities'! 7, which may be
addressed through out-of-hospital maternity services in some communities; and
Reaffirming that the APHA currently recognizes the value of and promotes educational
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opportunities for nurse-midwifery,18 and that many professionals recognize the
contributions of direct-entry midwifery; and

Reaffirming that APHA has been an innovator in public health care by supporting
research on alternative and complementary medicinel,19 and increased access to
midwifery services in the United States.20

Recognizing that there should be alternative routes involving educational systems of
selection and preparation, and legal systems of licensing by which people can prepare
and qualify for health occupations, including those direct-entry midwives who are
nationally-certified and who have successfully completed “a recognized midwifery
education process'21-23,25; and

Recognizing evidence that direct-entry midwives have multiple educational routes22,24
available to them in order to meet the entry-level requirements of knowledge, skills and
experience22,24,25;

Recognizing evidence that individual states interested in incorporating direct-entry
midwives into the health care system are mcfving toward regulatory models based on
national certifications22;

Therefore, APHA

1. Supports efforts to increase access to out-of-hospital maternity care services and
increase the range of quality maternity care choices available to consumers, through
recognition that legally-regulated and nationally certified direct-entry midwives can serve
clients desiring safe, planned, out-of-hospital maternity care services, and further:

2. Encourages the development and implementation of guidelines for the licensing,
certification and practice for direct-entry midwifery practitioners for use by state and local
health agencies, health planners, maternity care providers, and professional
organizations;

3. Urges that there be increased opportunities for supervised clinical learning
experiences, in a variety of settings, including both high-risk and low-risk, incorporated
into direct-entry midwifery education programs;

4. Encourages an increase in cost effective maternal care services for rural and
underserved urban populations by advocating for increases in funding of scholarships
and loan repayment programs targeted at members of these communities;

5. Urges public and private insurance plans to eliminate barriers to the reimbursement
and equitable payment of direct-entry midwifery services in both public and private
payment systems;

6. Encourages the National Center for Health Statistics, the US Department of Health
and Human Services and State Vital Records Offices to add the CPM as a separate
certifier category on birth certificates to enable routine collection of systematic data;

7.  Urges HRSA, CDC and state health departments to improve the collection and
quality of vital statistics and other data to enhance the monitoring of birth outcomes (e.g.,
infant and perinatal mortality rates, maternal mortality rates, etc.) resulting from sen/ices
provided by all practitioners including specific types of midwife practitioners;

8. Urges Congress and appropriate Department of Health and Human Services
agencies to increase funding and other support for ongoing research and evaluation of
maternal health and birth outcomes, practice outcomes, quality of care outcomes, and
safety related to the services provided by direct-entry midwives.
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The five nations with the
world's lowest infant
m ortalittj rates have midwives
attending Jo % ofall births
without a physician in

the birth room.

These nations also have the
lowestrates of technological
intervention including

c-sections.

Contact your midwife at:

For more information or to request a free
midwifery information kit call toll free at:

1-888-290-1091



Why Alaskan Families

Midwifery™s excellent
safely record

Reclaiming birthes a
retural process

Continuity of
woman centered
care

Father and sibling
involvement and
potential for family
bonding

Aility togive birth
ina safe, faniliar.
comforting place

<Avoiding drugs
which may affect
one"s baby inthe
birth process

=Confidence that
labor and celivery
plans will be
honored

=Exposure
research lirkirg
ratural birth
experiences with
psychological
health

<Midwifery"s low

Choose Midwifery

Statistics for inter—
vertions, esecially
c-sectios

=Realizing the poten—
tE o tap one™s own
irstincts and avoid
interference in
the normal birth
process

<Recommendation by
frienss & family

<Hater birth options

<Considerable
cost savings

Certified Direct-Gntry Midwives
(CDMs) are licensed experts in
natural childbirth who monitor the
physical, psychological and social
well-being of the mother throughout
the rhildhearin”rnrle

Q: AreAlaska"s CDMs
licensed?

A’ Yes. CDM"s are
licensed by a siale regu—
latory board which sts
standards for theiredu —
cation, apprenticeship,
examination, and on—
going review. The Board
of Direct-Entry Midwives
corsists of two CDMs,
one nurse mid-wife, one
MD with an dstetrical
practice and one public
member .

Q: What exactly
does aCDM offer to
expecting mothers?

A: Individualized edu—
cation and counseling,
prenatal care, con—
tinuous hands-on assis—
tance during labor and
celivery, post -partun
support, and help with

Q: What aretre "F>>
berefits of delivering
your baby withaCDM at
home or ina midwifery
birth center?

A This experience
maximizes the potential
for the physical and
psychological health

of the mother and the
newborn, supports
matermal and family
bonding and establishes
a suooessful breast—
feeding experience.

Q: What does theword
“midvife” mean?

A: Midwife means "with
woman'. CDM"s work in
partrership with child—
bearing women, helping
them claim the respon—
sinility for decision
making with regard
themselves and treir

use of routine stetrit
intenventions such &
labor Induction, VS,
anesthetics and
episiotomies.

Q: How can wsiga
midwife reailt ina
considerable ast
savings?

A: CDM services are
among the most
affordeble professia™?
services available for
Aledda’s childbearing
femilies and are cove
by medical insurance
Because cesarean sec
rates are extrerely lo
with Alaskan CDMs a
the mothers and bebi
are 0 healtty, there<
many long-term savir
as well for thismodel
matemity care.



rsohal Attention

Prenatal visits that allow plenty ol lime for questions and
answers - 30 to 60 minutes for each prenatal appointment
is common.

« Meaningful discussions to explore and help resolve fears and
' concerns you or your family may have.

« Caring attention to develop a trusting and nurturing
relationship with you and your family that can help yon to
labor and give birth naturally and safely.

Plenty of Information

* Plenty of information about pregnancy, birth and the newborn,
mand about breastfeeding and newborn care.
* i
*/:» Suggestions about ways you can lake good care of yourself
i~ vand your baby.

A e sEncouragement and practical suggestions for you to have
iri; good nutrition and make healthy lifestyle choices.

evFull information about any recommended tests, procedures
jo' treatments so you can make informed choices about
iyour care.

.’\k L[]

TN T-XRU

%

thorQughchck” rorMu?ndL uNja6: . °
pregnancy;' during'iabdr,;imd'a‘fterftfft;biftlvV¥{p: ma
' both of you are healthy and doirig well!- !

Recommendations for diagnostic technology when appropriate.
Planning with you for the unexpected and for the rare emergency.

Referrals to other health care specialists or to a different birth
setting if needed.

Expertise in normal, natural childbirth. Because they are experts
in normal pregnancy and birth, midwives are experienced In
the variations of normal birth and recognize the early signs of
conditions that are not "normal/' Including medical conditions
or complications that may occasionally arise during pregnancy
or the birth process.

Confidence in Your Body

Help with discovering your own body's ability to give birth, in
its own way and in its own time.

No routine treatments or arbitrary timetables that can interfere
with your body's healthy process of laboring and giving birth.

Truly individualized care, privacy and natural childbirth.

Support lor doing the work of giving birth. Rather than someone
else "delivering" the baby, you are empowered to give birth to
your own baby yourself!

Natural Techniques for Comfort

« Help you cope with the discomfort of labor. Midwives have
found that encouragement, massage, relaxation, laboring in
water, changing positions, and other approaches are often very
effective.

« Encourage the progress of labor and help you give birth to your
baby gently and lovingly.

« Help you avoid risks (to yourself and to your baby) that are
associated with many standard medical techniques and hospital
protocols.

A ftetit rsjfve'car  ncfePio[fpnaj's uppOr rjrikfur?2
your iiveds”ifiroughSut 'fabor.’ Rese'arch)jas
’ . a"sympathetic female'compan/on"with you all through labor"
and delivery reduces the chance of complications and the
likelihood of an unnecessary cesarean section. The Midwives
Model of Care means that your midwife stays with you and
"mothers the mother."

1 Post-parlum care and help with breastfeeding. Alter your
baby is born, the midwife will stay with you until breast-
feeding Is established and both you and your baby are resting
comfortably. She will arrange a visit after the birth to check
you and your baby and to answer any questions.

Will you receive the Midwives Model of Care
from your midwife or doctor? Use this information
to ask detailed questions when choosing your
caregiver and deciding where you want to give birth.
It's also a good idea to question others who have
used the caregiver. At present, this degree of
individualized and supportive care is most typically™:
provided by midwives in homes and'birthcenters?«f?,
Someday, this kind of t
in all.setfjngsjijp



monitoring the physical, psychological and social well-being of
the mother throughout the childbearing cycle;,

providing the mother with individualized education, counseling, l Women in the United States are learning that-
and prenatal care, continuous hands-on assistance during labor O e O a r e - pregnancy and childbirth are normal, healthy" /'
and delivery, and postpartum support; . 0

processes, not diseases. They are finding out that

minimizing technological interventions; and they and their families can benefit from the care of

Identifying and referring women who require obstetrical attention. PEI’SO n al a midwite.
The application of this woman-centered model of care has been The Midwives Model of Care includes prenatal > gler” Part 0
proven to reduce the incidence of birth injury, trauma and cesarean visits and "hands-on" care throughout labor, birth " 0*jF. Teelings, hope's, tears/pliysjca Yand practical
SSK/IUOC\AG, Mdnifery Taik Foree, Al Rt Reserved ‘.

Professional » 1
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jjmd"Take Action

S j*fhe ghglrCiUjenTtor Mrdw/'irery'iilo /cjahactlie.fv?id_w(ves Model

' /iv bf Cave-is available’to aH'chlldbearing womelvhB,;u))j(ve>53)ly recognized
the hejt Sindoffice forpregnancy and blirffijcitiztiii forMidwifery
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DATE: 2/26/03 FURTHER:
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StWAILL: INTO OFFICE: o
cOMMrreE
Finance Committee considered HOUSE BILUNO. 71

HB 71 EXTEND BOARD OF MIDWIVES

"An Act extending the termination date of the Board of Certified Direct-Entry Midwives."

and recommends: Senate BiIll:
t [ ] same title
"N be replaced with jS CS Vi P> ~ | ( Y'l ) [uf new title
't 1 House BiIll:
] adopt pievious _ r_val ) [ ] same title
[ ] technical title
] attached amendment(s) [ ] new: SCR #_
] adopt Letter of Intent by Committee
] further referral to Committee
NEW FISCAL NOTE(S): PREVIOUS FISCAL NOTE(S):
Department Date Fiscal Zero FN# Department Date Fiscal Zero FN#
2 33.<3. 1

[ ] APPROPRIATION - no fiscal note
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FISCAL NOTE AR S 1 2008
SENATE i-fMA\CE
STATE OF ALASKA Fiscal Note Number: 1 coMMirb-i.:_
2003 LEGISLATIVE SESSION Bill Version: HB 71
(H) Publish Date: 2/12/03

Revision Date/Time (Note if correction): Dept. Affected: DCED
Title An Act extending the termination date of the _BRU Occupational Licensing (117)

Board of Certified Direct-Entry Midwives Component Occupational Licensing
Sponsor House State Affairs
Requester House Labor & Commerce Component No. 2360
Expenditures/Revenues (Thousands of Dollars)
Note: Amounts -Jo not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 FY 2009
Personal Services 14.6 14.6 14.6 14.6 14.6
Travel 51 51 51 51 51
Contractual 8.5 8.5 8.5 8.5 8.5
Supplies 0.0 0.0 0.0 0.0 0.0
Equipment 0.0 0.0 0.0 0.0 0.0
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 28.2 28.2 28.2 28.2 28.2 0.0

CAPITAL EXPENDITURES |
CHANGE IN REVENUES (1156) 26.2 28.2 28.2 28.2 28.2
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other 1156- Receipt Supported Services 28.2 28.2 28.2 28.2 28.2

TOTAL 28.2 28.2 28.2 28.2 28.2 0.0
Estimate of any current year (FY2003) cost: 28.2
Mark this box (X) If funding for this bill is included In the Governor's FY 2004 budget proposal: X
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS:  (Attach a separate page ifnecessary)

The bill extends the Board of Certified Direct-Entry Midwives ‘o June 30, 2007. In accordance with AS
08,03.020, funding is extended one year following the termination date allowing the board to concluda its
affairs. The information above identifies direct expenditure and revenue information included in the FY
2004 Operating Budget request. New funds are not required to implement this hill.

Prepared by:  Jennifer Stricklor. Administrative Manager Phone (907)465-2144
Division Occupational Licensing Date/Time 2/10/03 12:00 PM
Approved by:  Edgar Blatchford. Commissioner Date 2/10/2003

Agency Department of Community & Economic Development
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SENATE CONCURRENT RESOLUTION NO.
IN THE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-THIRD LEGISLATURE - FIRST SESSION

BY TIIE SENATE FINANCE COMMITTEE

Introduced:
Referred:

A RESOLUTION
Suspending Rules 24(c), 35, 41(b), and 42(c), Uniform Rules of the Alaska State

Legislate *c, concerning House Bill No. 71, relating to the Board of Certified Direct-

Entry Midwives.
BE IT RESOLVED BY THE LEGISLATURE OFTIIE STATE OF ALASKA:

That under Rule 54, Uniform Rules of the Alaska State Legislature, the provisions of
Rules 24(c), 35, 41(b), and 42(e), Uniform Rules of the Alaska State Legislature, regarding
changes to the title of a bill, are suspended in consideration of House Bill No. 71, relating to

the Board of Certified Direct-Entry Midwives.
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SENATE CS FOR HOUSE BILL NO. 71(FIN)
INTHE LEGISLATURE OF THE STATE OF ALASKA

TWENTY-THIRD LEGISLATURE - FIRST SESSION

BY TIIE SENATE FINANCE COMMITTEE

Offered:

Referred:

Sponsor(s): HOUSE STATE AFFAIRS COMMITTEE

A BILL
FOR AN ACT ENTITLED
"An Act extending the termination date of the Board of Certified Direct-Entry

Midwives; and relating to the regulation of certified direct-entry midwives."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 08.03.010(c)(S) is amended vo read:
(8) Board of Certified Direct-Entry Midwives (AS 08.65.010) —
June 30,2007 [2003];
*Sec. 2. AS 08.65.060 is amended to read:

Sec. 08.65.060. Examinations. The board shall conduct examinations at least
once each year. Examinations maj be written, oral, or practical or a combination of
these, The board shall utilize the examination provided by a nationally certified
midwives organization recognized by the board. An applicant who has failed the
examination may not retake the examination for a period of six months. An applicant
who has failed the examination more than one time may not retake the examination

unless the applicant has participated in or successfully completed further education
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and training programs as prescribed by the board. The board may require an

applicant to pass an examination about Alaska laws that are applicable to the

profession of direct-entry midwives.
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A laska State Legislature

Representative Bruce W eyhrauch

Alaska
State Capitol
Juneau, Alaska
99801-1182

(907) 465-3744
FAX (907)465-2273

State Affairs Committee

HB 71
Sponsor Statement

Extend The Board of Certified Direct-Entry Midwives

The Board of Certified Direct-Entry Midwives consists of five members appointed by the
Governor: one public member, two certified direct-entry midwives (CDMs), one certified nurse
midwife, and one physician who is either an obstetrician or who has specialized obstetric
training. The duties of the board include examining and certificating applicants, permitting
apprentices, holding hearings and ordering disciplinary sanctions. The board also adopts
regulations to establish certification and certification renewal requirements.

The board has served as a means to make people practicing midwifery aware of the level of
experience and education expected of them. Also, by having a board, the individuals that
practice midwifery are held accountable to an established standard of care. Women seeking an
alternative to hospital care for normal pregnancy and birth rely on the diligence of the board to
enhance both the quality and accessibility of their healthcare. One notable enhancement: the
board worked with the State of Alaska to establish Medicaid procedures for CDM services,
thereby placing Alaska among eight states which both license their traditional midwives and
provide Medicaid reimbursement for their services.

The board is scheduled to terminate on June 30, 2003, and if the legislature does not act this
session, the board will have one year to conclude its administrative operations. Based upon
recommendations by the Division of Legislative Audit, HB 71 would extend the board's
termination date to June 30, 2007.

Released: February 1, 2003
Contact: Rep. Bruce Weyhrauch's office at 907.465.3744
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DEPARTMENT OF COMMUNITY
AND ECONOMIC DEVELOPMENT
BOARD OF CERTIFIED
DIRECT-ENTRY MIDWIVES
SUNSET REVIEW

August 15,2002

Audit Control Number:

08-20016-02

Division of Legislative Audit

P.O. Box 113300, Juneau, Alaska 99811-3300



LEGISLATIVE BUDGET AND A

DIVISION OF LEGISLATIVE A

The Legislative Budget and Audit Committee is a permanen
The committee is made up of five senators and five represen
two from the House. The chairmanship of the committee
legislature.

The committee is responsible for providing the legislature
programs and activities of state government now cost mo
administrators try increasingly to allocate state revenues
efficiently, they need information to evaluate the work of go\
by the Division of Legislative Audit helps pro.ide that inform

As a guide to all their work, the Division of Legislative Ai
standards established by the American Institute of Certified Pi
standards established by the U.S. General Accounting Office.

Audits are performed as mandated by Alaska Statutes or at the direc
Individual legislators or committees can submit requests for audits o
consideration. Copies of all completed audits are available from t
Juneau, Anchorage, or our web site http://www.legis.state.ak.us/lcga

BUDGET AND AUDIT COMMITTEE

Senator Gene Thcrriault, Chair
Senator Dave Donley

Senator Lyman Hoffman
Senator Randy Phillips

Senator Jerry Ward

Senator Gary Wilken (alternate)

Representative Hugh Fate, Vice Chair
Representative John Harris
Representative Reggie Joule
Representative Ken Lancaster
Representative Eldon Mulder
Representative Bill Williams (alternate)
Representative John Davies (alternate)

DIVISION OF LEGISLATIVE AUDIT

Pat Davidson, CPA
Legislative Auditor

P.O. Box 113300
Juneau, AK 99811-3300

(907)465-3830, Juneau
(907)561-1445, Anchorage
(907)465-2347, Jur.cau Fax
(907)561-1452 Anchorage Fax
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Juneau Family Birth Center
3225 Hospital Drive, Suite 106, Juneau, AK 99801 (907)586-1203
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FAMILY BIRTH

CENT.E R
Midwives Association of Alaska
Kaye Kanne, CDM, President
P.O.Box 22256
Juneau, Ak 99802
907-586-1203

Replesntative Bruce Weyrauch
State Capitol, Room 427
Juneau, Ak 99801 January 29, 2003

Dear Representative Weyrauch,

Thank you for introducing HB *11 , a bill to extend the Certified Direct-Entry Licensing
Board. | had the privilege of sitting on the Board from its inception in 1992 through 1999,
The Board has done an exemplary job of writing and implementing regulations for the
governing of Certified Direct-Entry midwives in Alaska. The Board continues to strive
for die highest standards for CDM ’s and as a result, midwives in Alaska are professional,
well trained and provide safe, excellent care for women and families.

Alaska has one of the best midwifery laws in the United States. Many other states have
looked to us as an example when passing midwifery legislation. Direct-Entry midwifery
is increasingly recognized across the nation, with licensing for direct-entry midwives in
21 states, and legislation pending in 8 more states. Many more women are seeking the
continuity of care and family centered maternity care which midwifery can provide.

Thr American Public Health Association endorses state regulated and national certified
Direct-Entry midwives to improve outcomes while lowering healthcare costs for
maternity care. They support efforts to increase access to out-of-hospital maternity care
services, through recognition that Direct-Entry midwives can serve clients desiring, safe,
planned out-of-hospital midwifery care.

Alaska is at the forefront of Direct-Entry midwifery licensing. Let’s continue the
excellent work we have been doing by continuing the Certified Direct-Entry licensing
Board for another 4 years.

Kaye Kanne, CDM, President
Midwives Association of Alaska



Kaye Kanne, CDM, President
Midwives Association of Alaska
3225 Hospital Drive, #106
Juneau, Alaska 99801

(907) 586-1203

February 10, 2003

Testimony for HB 71, Labor and Commerce Committee

Thank you for this opportunity to testify to your committee. | am asking for
your support on HB 71, a bill to extend the Certified Direct-Entry Licensing
Board. | was a member of the Board from its inception in 1992 through
1999. The Board has done an excellentjob of writing and implementing
regulations for the governing of Certified Direct-Entry midwives in Alaska.
The Board continues to strive for the highest standards for CDM’s and as a
result, midwives in Alaska are professional, well trained and provide safe,
excellent care for women and families.

Alaska’s Certified Direct-Entry midwives delivered almost 10% of the
babies bom in Alaska last year. In some communities this percentage is
even higher, almost 25% in Matsu-Susitna Borough, 15% in Juneau, and
12% in Fairbanks. Nation wide direct-entry midwives attend approximately
5% of the births. Many more women are seeking the continuity of care and
family centered maternity care which midwifery can provide.

Alaska has one of the best midwifery laws in the United States. Many other
states have looked to us as an example when passing midwifery legislation.
Direct-Entry midwifery is increasingly recognized across the nation, with

licensing for direct-entry midwives in 21 states, and legislation pending in 8

more states.

The American Public Health Association endorses state regulated and
national certified Direct-Entry midwives to improve outcomes while
lowering healthcare costs for maternity care. They support efforts to increase
access to out-of-hospital maternity care services, through recognition that
Direct-Entry midwives can serve clients desiring, safe, planned out-of-
hospital midwifery care.

Alaska is at the forefront of Direct-Entry Midwifery licensing. Let’s
continue the excellent work we have been doing by continuing the Certified
Direct-Entry licensing Board for another 4 years.



BIRTHS AND PERCENTAGE OF BIRTHS BY CERTIFIED DIRECT MIDWIFE: 1997-2002
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ALASKA 2.18 217 2.52 250 3.82 381 5.23 522 7.95 787 9.31
Aleutians West 100.0 1 0.0 0 0.0 0 0.0 0 0.0 0 0.0
Bethel 0.0 0 0.0 0 0.0 0 0.5 2 0.0 0 0.0
Dillingham 0.0 0 0.0 0 1.5 1 18 1 0.0 0 0.0
Fairbanks North Star Borough 24 39 2.9 48 5.5 86 6.8 117 7.9 129 12.6
Juneau Borough 35 14 7.9 32 15.1 64 12.3 52 144 64 15.2
Kenai Peninsula Borough 1.9 n 2.7 15 31 18 11.2 57 171 93 26.7
Ketchikan Gateway Borough 0.7 2 0.0 0 0.0 0 14 4 0.0 0 0.0
Kodiak Island Borough 3.6 9 25 6 2.2 5 2.8 6 2.0 4 17
Matanuska-Susitna Borough 14.9 71 18.7 87 21.7 105 18.0 100 16.8 92 24.7
Municipality of Anchorage 1.2 59 0.9 47 16 85 32 169 7.4 396 6.5
Nome 2.4 3 6.7 8 6.2 7 3.3 3 0.8 1 11
North Slope Borough 0.0 0 0.0 0 3.7 2 0.0 0 0.0 0 0.0
Sitka Borough 20 3 0.0 0 2.3 8 3.7 5 4.7 6 0.9
Skagway-Hoonah-Angoon 0.0 0 100.0 1 0.0 0 0.0 0 0.0 0 0.0
Southeast Fairbanks 5.3 1 0.0 0 154 2 20.0 1 7.7 1 0.0
Valdez-Cordova 5.9 3 41 2 0.0 0 29 1 1.8 1 3.0
Yukon-Koyukuk 0.0 0 0.0 0 0.0 0 33.3 1 0.0 0 0.0
Census Area Unknown 0.7 1 3.6 4 2.3 3 25 3 0.0 0 50.0
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"Increasing Access To Out-Of-Hospital Maternity Care Services Through
State-Regulated and Nationally-Certified Direct-Entry Midwives"”

Formally adopted by the Governing Council of the American Public Health Association (APHA)
Wednesday, October 24, 2001

THE AMERICAN PUBLIC HEALTH ASSOCIATION,

Reaffirming its position on credentials for health occupations, that there should be alternative routes involving
educational systems of selection and preparation, and legal systems of licensing by which people can prepare and
qualify for health occupations (1)

Reaffirming its recognition that many women seek birthing altemaiives(2) and,
Recognizing that pregnancy and birth are normal life events for a majority of women, (3,4,5) and,

Reaffirming its endorsement of the philosophy of family-centered maternity care, the importance of continuity of
care, and the use of a variety of licensed care-givers, (6)

Recognizing that Direct-entry Midwives encompass a diverse group of midwives that have entered the profession
directly through midwifery education and training, and not through a pre-requisite program such as nursing.(7)
Recognizing that there are alternative educational systems of selection and preparation for national certification of
Direct entry Midwives that include either the Certified Professional Midwife (CPM) credential and the Certified
Midwife (CM) credential; and that both require didactic programs, written examinations and clinical experience.
(S,9) In the case of the Certified Professional Midwives the didactic component consists of education in a program
accredited by an agency that isrecognized by the US Department of Educatior or the PEP Program, the North
American Registry of Midwives competency-based, educational portfolio evaluation, and the clinical component is
equivalent to one year of experience which includes more than a thousand contact hours under the supervision of
one or more preceptors, some of which must be in cut-of-hospital settings, but none of which need to be in hospital
settings;(S) and in the case of the Certified Midwife (CM) credential requires education in institutions of higher
learning accredited by an agency that is recognized by the US Department of Education to meet the same standards
that Certified Nurse Midwives must meet, completing core science requirements similar to those required for a
nurse, and fulfilling core midwifery requirements that are a part of all accredited nursc-midwifery education
programs, and clinical experience that mus» include hospital experience, but is not required to include out-of-
hospital experience.(9)

Recognizing that individual states interested in incorporating dircct-cntry midwives into their health care systems are
moving towards regulatory models based on national certification.(5)

Recognizing evidence that many women seek alternatives to hospital care for nomial pregnancy and birth, and,
Recognizing the evidence that births to healthy mothers, who are not considered at medical risk after comprehensive
screening by trained professionals, can occur safely in various settings, including out-of-hospital birth centers and

homes (10,11,12,13,14) and,

Moling that an epidemiological study of Certified Professional Midwives (CPMs) is ongoing in order to fjrthecr
substantiate practice outcomes, safety, client satisfaction, and practitioner competency is in progress; (15)

Recognizing that out-of-hospital settings have the potential for reducing the costs of maternity care; (7,12,16)
Recognizing evidence that access to quality maternity caregivers remains an important issue, particularly for
undcrserved urban and rural communities;(17) which may be addressed through out-of-hospital maternity services in

some communities; and

Reaffirming that the APHA currently recognizes the value ofand promotes educatiot al opportunities for nurse-
midwifeiy,(18) and that many professionals recognize the contributions of direct-entry midwifery; and,



Reaffirming that APHA has been an innovator in public health care by supporting research on alternative and
complementary medicine (1,19) and increased access to midwifery services in the United States, (20)

Recognizing that there should be alternative routes involving educational systems of selection and preparation, and
legal systems of licensing by which people can prepare and qualify for health occupations, including those direct-

entry midwives who arc nationally-certified and who have successfully completed "a recognized midwifery
education process”;(21,22,23,25) and

Recognizing evidence that direct-entry midwives have multiple educational routes (22,24) available to them in order
to meet the entry-level requirements of knowledge, ski'ls and experience; (22,24,25)

Recognizing evidence that individual states interested in incorporating direct-entry midwivcs into the health care
system arc moving towards regulatory models based on national certifications; (22)

Therefore, APHA

«

Supports efforts to increase access to out-of-hospital maternity care services and increase the range of
quality maternity care choices available to consumers, through recognition that legally-regulated and
nationally certified direct-entry midwives can serve clients desiring safe, planned, out-of-hospital maternity
ca-e services, and further:

Encourages the development and implementation of guidelines for the licensing, certitie”tton and practice
for direct-entry midwifery practitioners for use by state and local health agencies, health planners,
maternity care providers, and professional organizations;

Urges that there be increased opportunities, for supervised, clinical learning experiences, in a variety of
settings, including both high-risk and low-risk, incorporated into direct-entry midwifery education
programs;

Encourages an increase in cost effective maternal care services for rural and underserved urban populations
by advocating for increases in funding of scholarships and loan repayment programs targeted at members
of these communities;

Urges public and private insurance plans to eliminate barriers to the reimbursement and equitable payment
of direct-entry midwifery services in both public and private payment systems;

Encourages the National Center for Health Statistics, the U.S. Department of Health and Human Services
and State Vital Records Offices to add the CPM as a separate certifier category on birth certificates to
enable routine collection of systematic data;

Urges HRSA, CDC and state health departments to improve the collection and quality of vital statistics and
other data to enhance the monitoring of birth outcomes (e.g., infant and perinatal mortality rates, maternal
mortality rates, etc.) resulting from services provided by all practitioners including specific types of
midwife practitioners;

Urges Congress and appropriate Department of Health and Human Services agencies to increase funding
and other support for ongoing research and evaluation of maternal health and birth outcomes, practice
outcomes, quality of care outcomes, and safety related to the services provided by direct-entry midwivcs;

References:

American Public Health Association Policy Statement 6805; Credentials for Health Occupations. APHA Public Policy Statements,
1948 to present, cumulative. Washington, D.C. current volume.

American Public Health Association Position Paper 8209: Guidelines for Licensing and Regulating Birth Centers. APHA Put ic
Policy Statements, 1948 to present, cumulative Washington, D.C current volume.

Stewart. David: The Five Standuds of Sale Chilchcanng. NAP3AC International. 4* Edition, 1997
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Midwives Association of Alaska
Kaye Kanne, CDM, President
P.O. Box 22256

Juneau, Ak 99802

907-586-1203

Representative Nancy Dalstrom
State Capitol, room 408
Juneau, Ak 99801 February 6, 2003

Dear Representative Dalstrom,

I am asking for your support on HB 71, a bill to extend the Certified Direct-Entry
Licensing Board. | sat on the Board from its inception in 1992 through 1999. The Board
has done an exemplary job of writing and implementing regulations for the governing of
Certified Direct-Entry midwives in Alaska. The Board continues to strive for the highest
standards for CDM’s and as a result, midwives in Alaska are professional, well trained
and provide safe, excellent care for women and families.

Alaska has one of the best midwifery laws in the United States. Many other states have
looked to us as an example when passing midwifery legislation. Direct-Entry midwifery
is increasingly recognized across the nation, with licensing for direct-entry midwives in
21 states, and legislation pending in 8 more states. Many more women are seeking the
continuity of care and family centered maternity care which midwifery can provide.

The American Public Health Association endorses state regulated and national certified
Direct-Entry midwives to improve outcomes while lowering healthcare costs for
maternity care. They support efforts to increase access to out-of-hospital maternity care
services, through recognition that Direct-Entry midwives can serve clients desiring, safe,
planned out-of-hospital midwifery care.

Alaska is at the forefront of Direct-Entry midwifery licensing. Let’s continue the
excellent work we have been doing by continuing the Certified Direct-Entry licensing
Board for another 4 years.

Kaye Kanne, CDM, President
Midwives Association of Alaska
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Fact Sheet

Overview of M aternity Care in the US
Carolyn Keefe, MLS

With four million births each year’ and three-quarters of American women becoming mothers, maternity care
affects large numbers of women. It is also big business. The United States has the highest per capita spending on
health care in the world, with maternity care ranking sixth overall,7and childbirth is the most common reason for
the hospitalization of women in the United States.

Women are subjected to an ever-increasing array of interventions and technologies, many of which are highly
invasive, with little or no evidence of their effectiveness. In fact, the medical evidence shows that the routine use of
unnecessary interventions put mothers and babies at risk. Medical interventions are also expensive and often used
not 'or the benefit of women and babies, but for the convenience or legal protection of doctors and hospitals.

All of this would be acceptable if we had better outcomes to show for it. Unfortunately, our outcomes are not

nearly as good as those of developed countries that rely more heavily on midwifery care. Some of the clear
problems with our maternity care system include:

* A high infant mortality rate compared to other developed countries - 27thin the world.1 Infant mortality
rates are higher for African American, Latina and Native American babies - with the rate for African
American babies twice that of white babies.'1

* A maternal mortality rate that has not improved in 20 years - 15hin the world.5Maternal mortality is
higher for women of color than for white women, nearly four times higher for African American women.6

» A cesarean birth rate of 24.4% - among the highest in the world. Cesarean birth rates are highest for
African American women, followed by white women, Latina women, Asian women, and Native American
women.7

* A 20% drop in vaginal births after cesarean (VBAC) from 2000 to 2001 to 16.4% - access to VBAC is
disappearing requiring many women who have cesarean scars to undergo surgery.6

e An induction rate of 20.5% - which has more than doubled since 1989 and continues to rise.9

¢ Many mothers traumatized by their treatment during birth, with as many as 30% exhibiting some signs of

post-traumatic stress disorderlDand 50% experiencing some aspect of postpartum depression (the highest
such rate in the world).”

Moreover:

« Of the eight most common surgical procedures in the US, four are obstetric in nature - episiotomy, repair
of obstetric laceration, cesarean birth, artificial rupture of membranes. These are in also the top four
surgeries performed on women in the US.'7

m  Obstetric procedures are the most common type of surgical procedures performed in the US (6,174,000),
slightly higher than cardiac procedures (6,133,000). Consider the following:

» obstetric procedures are only performed on women - more obstetric procedures are performed
on women than the next two categories (cardiac and digestive) combined;
m there are over six million obstetric procedures, but just over four million births;

« these procedures are primarily performed on healthy bodies during a normal physiological
process.
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Fact Sheet

The problem has steadily gotten worse over the last two decades. All obstetric procedures combined nearly
doubled between 1980 and 1999, while certain procedures, such as medical induction of labor, vacuum extrac-
tion, and manually assisted delivery increased eleven-fold in that time.1l Each procedure carries with it risks to
mothers and babies, and less invasive techniques exist for most of them. Furthermore, they are usually not medi-
cally necessary and are avoidable for the majority of women.

The Midwives Model of Carel and the evidence-based Mother-Friendly Childbirth Initiative 5recognize birth asa
normal, natural process and support the use of less invasive techniques, such as position changes, waiting, hydro-
therapy, and perineal support, that carry fewer risks to mothers and babies and are usually more effective.

Research shows that midwives are the safest birth attendants for most women, with lower infant and maternal
mortality rates and fewer invas:ve interventions such as episiotomies and surgical births (cesareans). In developed
countries where midwives are the primary care providers for pregnant women, mortality and surgical birth rates are
much lower than in the United States. However, legal, regulatory, and financial barriers to the practicing the
Midwives Model of Care and Mother-Friendly care make it difficult for women to access either in the US.

References:

” Martin, Joyce, etd, “Birtts Firal Data for 2001, National Vital Statistics Reports, Vol 51, No. 5, December 18, 2002, p. 1
1 1999 National Statistics, HCUPnet, Healthcare Cost and Utilization Project. Agency for Healthcare Research and Qality,
Rodwille, MD. http.7Aww.ahrg.gov/data/hcup/hcupnet. hitm.

IChild Health USA 2007, Matermal Child Health Bureau, Health Resources and Services Adhinistration, US Department of
Health and Human Seyvices, p. 2.

=Hyert, DL; etd, "Deaths: Firal Data for 1999, National Vital Statistics Report, VOI. 49, No. 8, September 21, 2001, p. 11.
5State ofthe World’s Mothers 2002, Save the Children, http://ww.savethechi ldren.org/mothers/somm02/report/
complete_index.pdf.

“Hoyert, DL; etal, “Deaths: FiralData for1999," National Vital Statistics Report, Vol 49, No. 8, September 21, 2001, p. 8.
"Martin, Joyce, etd, "Births FiralData for2001,” National Vital Statistics Reports, Vol 51, No. 5, December 18, 2002, p. 16
<\artin, Joyce, etd, 'Birtrs FiralData for2001," National Vital Statistics Reports, Vol 51, No. 5, December 18, 2002, p.16
Martin, Joyce, etal, "Births FiralData for2001,"" National Vital Statistics Reports, Vol 51, No. 5, December 18, 2002, p. 15
0Creedy DK, Shochet IM, Horsfall 1 "Childbirth and the development of acute trauma symptoms: incidence and contributing
fectors.” Birth, 2000 dun; 27(2):104-11

I Wolf, Naomi, Misconceptions: Truth, Lies, and the Unexpected on the journey to Motherhood. Doubleday, 2001, p. 216.
T7 Popovic R. ''1999 National Hospital Discharge Sunvey: Annual Summary with detailed diagnosis and procedure data," vital
Health Statistics 13(151). 2001, p. 35.

1118ID, p. 46.

"Developed in 1996 by Midwifery Task Force, ww.midwiferytaskforce.org.

Developed in 1996 by the Coalition for Improving Matemity Services, ww.mother-friendly.org.

* Reflects 2001 daw.

Reprinted with permission from BirthNet.
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Fact Sheet

Safety in Birth Begins With
M idw ifery Care

"In terms of quality, satisfaction, and costs, the midwifery model for pregnancy and
maternity care has been found to be beneficial to women’ and families, résulting in
good oufcomes and cost savings.... With its focus on pregnancy as a normal life event
and health promotion for women of all ages, the midw tery model of care is an appro-
priate alternative or complement to the medical approach to childbirth.”

American Public Health Association, "Supporting Access to Midwifery Services in the United States (Position
Paper)", American Journal of Public Health, Vol. 91, No. 3, March 2001.

"It is inherently unwise, and perhaps unsafe, for women with normal pregnancies to be
cared for obstetric specialist... Midwives and %eneral practitioners, on the other hand,
are primarily oriented to the care of women with normal pregnancies, and are likely to
have more detailed knowledge of individual women."

Murray Enkin, et al, A Guide to Effective Care in Pregnancy and Childbirth. Oxford University Press, 2000.

"It is the finding and vision of the Taskforce that the midwifery model of care is an
essential element of comprehensive health care for women arid their families that
sfgtl)ultd blel embraced by, and incorporated into, the health care system and made avail-
able to all women.

Dower CM, Miller JE, O °Neil EH and the Taskforce on Midwifery, Charting a Course for the 21st Century: The
Future of Midwifery. San Francisco, CA: Pew Health Professions Commission and the UCSF Center tor the
Health Professions. April 1999.

"Midwives are the most appropriate primary health care provider to be assigned to the
care of normal birth."

Maternal and Newborn Health/Safe Motherhood Unit of the World Health Organization, Care in Normal
Birth: A practical guide. World Health Organization, 1996,

"Midwives attend the vast majority of births in those industrialized countries with thv
best perinatal outcomes..."

Coalition for Improving Maternity Services, The Mother-Friendly Childbirth Initiative, 1996
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Fact Sheet
The Safety of Home Birth

The evidence is overwhelming - planned home birth
is safe for healthy women

"Recognizing the evidence that births to healthy mothers, who are not considered at medi-
cal risk after comprehensive screening by trained professionals, can occur safely in various
settings, including out-of-hospital birth centers and homes ...Therefore, APHA Supports
efforts to increase access to out-of-hospital maternity care services..."
American Public Health Association, "Increasing Access to Out-of-Hospital Maternity Care
Services through State-Regulated and Nationally-Certified Direct-Entry Midwives (Policy
Statement}'. American Journal of Public Health, Vol 92, No. 3, March 2002.

"Several methodologically sound observational studies have compared the outcomes of
planned home-births (irrespective of the eventual place of birth) with planned hospital-
births for women with similar characteristics. A meta-analysis of these studies showed no
maternal mortality, and no statistically significant differences in perinatal mortality risk in
either direction."
Murray Enkin, et al, A Guide to Effective Care in Pregnancy and Childbirth. Oxford University
Press, 2000.

"It is safe to say that a woman should give birth in a place where feels is safe, and at the
most peripheral level at which appropriate care is feasible an safe. For a low-risk pregnant
woman this can be at home, at a small maternity clinic or birth centre, in town or perhaps
at the maternity unit of a larger hospital. However, it must be a place where all the atten-
tion and care are focused on her needs a safety, as close to home and her own culture as
possible.

Maternal and Newborn Health/Safe Motherhood Unit of the World Health Organization,

Care in Normal Birth: A practical guide. World Health Organization, 1996.

"Excellent outcomes with much lower intervention rates are achieved at home births. This
may be because the overuse of interventions in hospital births introduces risks or the home
environment promotes problem-free labors."
Henci Goer, Obstetric Myths versus Research Realities: A Guide to the Medical Literature.
Bergin & Garvey, 1995.

"This study supports previous research indicating that planned home birth with qualified
care providers can be a safe alternative for healthy lower risk women."
Anderson RE, Murphy PA. "Outcomes Of 11,788 Planned Home Births Attended By Certi-
fied Nurse-Midwives. A Retrospective Descriptive Study.” Journal of Nurse Midwifery, 1995
Nov-Dec;40(6):483-92. (Abst)
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FISCAL NOTE

STATE OF ALASKA Fiscal Note Number
2003 LEGISLATIVE SESSION Bill Version: CSHB 73(FIN)

(O Publish Date:
Revision Date/Time (Note if correction): Dept Affected; DCED
Title An Act extending the termination date of the BRU Occupational Licensing (117)
State Medical Board. Component Occupational Licensing
Sponsor Reps. Dahlstrom, Stottze, Wilson
Requester House Finance Component No. 2360
Expenditu; as/Revenue» (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2004 FY 2005 FY 2006 FY 2007 FY 2008 ry 2009
Personal Services 38S.5 389.5 389.5 389.5 389.5 389.5
Travel 33.8 33.8 33.8 33.8 33.8 33.8
Contractual 301.4 301.4 301.4 301.4 301.4 301.4
Supplies 5.0 5.0 5.0 5.0 5.0 5.0
Equipment 0.0 0.0 0.0 0.0 0.0 0.0

Land & Structures
Grants & Claims

Miscel laneous
TOTAL OPERATING 729.7 729.7 729.7 729.7 729.7 729.7

ICAPITAL EXPENDITURES | 1 | 1 1 |
ICHANGE INREVENUES ( ) 729.7 729.7 | 729.7 729.7 729.7 | 729.7

FUND SOURCE (Thousands of Dollars)

1002 Federal Receipts

1003 GF Match

1004 GF

1005 GF/Program Receipts

1037 GF/Mental Health

Other 1156- Receipt Supported Services 729.7 729.7 729.7 729.7 729.7 729.7
TOTAL 729.7 729.7 729.7 729.7 729.7 729.7

Estimate urrent vear (FY2003) cos :
Mar ﬁ]% Hfund?/ng férthlsgl ?s?ncluded in the Governor's FY 2004 budget proposal: [ x

POSITIONS

Full-time 5 5 5 5 5 5
Part-time

Temporary

ANALYSIS: (Mtch t separate papaif ntcecssry)

The bill extends the State Medical Board to June 30,2011. In accordance with AS 08.03.020, funding is
extended one year following the termination date allowing the board to conclude its affairs. The
information above identifies direct expenditure and revenue information included in the FY 2004
Operating Budget request. New funds are not required to implement this bill.

Prepared by: Jennifer Strickler, Administrative Manager Phone (907) 465-2144
Division Occupational Licensing Date/Time 2/24/03 3:44PM
Approved by: Edgar Blatchford, Commissionor Date 2/24/2003
Agency Department of Community & EconomicDevelopment

IRMHd V\2002 OVE6) Page 1 of 1






Fiscal Notes

Subject: Fiscal Notes
ate: Mon, 24 Feh 2003 15:52:51 -0900
From: Jenny Stickler <Jenny_ Strickler@dced.state.ak.us>
To: Sally’A Saddler <sally“saddler@dced state.alcus>
CC: Robert E Riggs JR <rabert_riggs@dced.state.ak.us>

Sally,

;\Iretcelved a call from Randy in Representative William's Office (House Finance) for the attached Fiscal
otes

Currently, CSHB73fFINL and CSHB74/FIN) do not exist, however Representanve Dahlstrom is going to
submit the Committee Substitute in House Finance th s comlngl hursday, 2/27/03, to make thése bills
identical to the Senate versions that extend the boards to 20

| toid him | would submit these Fiscal Notes to you to forward to the appropriate places. He said he'd
watch for them.

Jenny

Jennifer Strickier

Administrative Manager

Division of Occupational Licensing

E-Mail: Jenny_ Strickler@dced.scate.ak.us

Name CSHBT3(FIN)-MedExt xls

QCSHBT73fFIN)-MedExt, XIS Olype Micrasoft Excel Worksheet (application/vnd.ms-excel)
Encoding: baseo4

_ Name: CSHB7A(FIN)-NsgExt.xls
ICSHBT4(FIN)-Ns<3Ext.xls Type Mlcroso Excel orksheet (application/vnd.ms-excel) |
Encoding: base64

lofl 2/24/2003 4:27 PM
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FISCAL NOTE

STATE OF ALASKA
2003 LEGISLATIVE SESSION

Revision Date/Time (Note if correction):

Title An Act extending the termination date of the
State Medical Board

Sponsor Representative Dahlstrom

Requester House Labor & Commerce

Expenditures/Revenues

Fiscal Note Number: 1

Bill Version: HB 73

(H) Publish Date: 2/12/03

Dept. Affected; DCED

BRU Occupational Licensing (117)

Component Occupational Licensing

Component No.

(Thousands of Dollars)

Note: Amounts do not include inflation unless otherwise noted below.

FY 2006 FY 2007
389.5 389.5
33.8 33.8
301.4 301.4
5.0 5.0

0.0 0.0
729.7 729.7

I
729.7 729.7

(Thousands of Dollars)

729.7 729.7
729.7 729.7

2360

FY 2008
389.5
33.8
301.4

5.0

0.0

729.7

729.7

729.7
729.7

OPERATING EXPENDITURES FY 2004 FY 2005
Personal Services 389.5 389.5
Travel 33.8 33.8
Contractual 301.4 301.4
Supplies 5.0 5.0
Equipment 0.0 0.0
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 729.7 729.7
CAPITAL EXPENDITURES
CHANGE INREVENUES (1156) 729.7 729.7
FUND SOURCE
1002 Federal Receipts
1003 GF Match
1004 GF
1005 GF/Program Receipts
1037 GF/Mental Health
Other 1156- Receipt Supported Services 729.7 729.7

TOTAL 729.7 729.7

Estimate of any current year (FY2003) cost: 729.7
Mark this box (X) iffunding for this bill is Included In the Governor®s FY 2004 budget proposal:
POSITIONS
Full-time 5
Part-time
Temporary

ANALYSIS: (Attach a separate page it necessary)

FY 2009

0.0

0.0

The bill extends the State Medical Board to June 30, 2007. In accordance with AS 08.03.020, funding is
extended one year following the termination date allowing the board to conclude its affairs. The
information above identifies direct expenditure and i svenue information included in the FY 2004 Operating
Budget request. New funds are not required to implement this bill.

Prepared by: Jennifer Strickler, Administrative Manager
Division Occupational Licensing

Approved by: Edgar Blatchford, Commissioner

Phone (907) 465-2144

Date/Time 2/10/03 12:01 PM

Date 2/10/2003

Agency Department of Community & Economic Development

(Revised 9"002 OMB)
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LEGISLATIVE BUDGET AND AUDIT COMMITTEE
Division of Legislative Audit

P.O. Box 113300
Juneau. AK. 99811-3300
(907)465-3830

F.AX (907) 465-2347

August 17, 2002 Inte te‘mai{ address:
legaudi falegls.s ace.ak.us

Members of the Legislative Budget
and Audit Committee:

In accordance with the provisions of Title 24 of the Alaska Statutes, the attached report is
submitted for your review.

DEPARTMENT OF COMMUNITY
AND ECONOMIC DEVELOPMENT
STATE MEDICAL BOARD
SUNSET REVIEW

August 15, 2002
Audit Control Number

08-20017-02

This audit was conducted as required by AS 44.66.050 and under the authority of
AS 24.20.271(1). Alaska Statute 44.66.050(c) lists criteria to be used to assess the demonstrated
public need for a given board, commission, agency, or program subject to the sunset review
process. Currently under AS 08.03.010(c)(12), the State Medical Board is scheduled to
terminate on June 30, 2003. The board would be allowed one year in which to conclude its
administrative operations.

In our opinion, the termination date for the State Medical Board should be extended. The
regulation and licensure of physicians, osteopaths, podiatrists, paramedics and physician
assistants contributes to the protection of the public's welfare. We recommend the legislature
extend the termination date of the State Medical Board to June 30, 2011.

This sunset review was conducted in accordance with generally accepted government auditing
standards. Fieldwork procedures utilized in the course of developing this report are set out in
the Objectives, Scope and Methodology section.

Pn Davidson, CPA
Legislative Auditor



